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SOME PSYCHOSOMATIC PROBLEMS IN GYNECOLOGY 


W. L. THOMAS, M.D. 


DURHAM 


No physician can avoid being in part a 
psychologist, no matter how he may try. 
Good gynecology is often concerned with 
what not to do as much as with what to do. 
I fear that many physicians would define 
gynecology as surgery of the female organs. 
Others may include in the definition the 
treatment of diseases of the pelvic organs, 
but exclude all mental and emotional prob- 
lems. Gynecology should properly be defined 
as the study of the whole woman—that is, 
the mind and body. 

I am neither a psychosomaticist nor a 
psychiatrist. This paper represents a crude 
exposition of the impressions obtained in the 
practice of gynecology, as well as from dis- 
cussions with older gynecologists who have 
learned by experience some of the inexpli- 
cable peculiarities in the mental processes of 
their patients, and from talks with psychia- 
trists who make psychiatric sense and not 
nonsense. 


Most physicians recognize that there is a. 


large psychic element present in cases of 
mucous colitis (irritable colon), peptic ulcer, 
neurodermatitis, psychogenic rheumatism, 
bronchial asthma, and migraine. A psycho- 
logic state may be entirely responsible for 
the diseases; or the psychologic state may 
be either secondary or contributory to these 
illnesses. If I have a carbuncle on my upper 
lip, one will refer to it as a physical disease, 
but is not my mental outlook changed by it? 
Of course it is. 

Why is it that if you operate on three pa- 
tients for complete prolapse of the uterus, 
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the sarne procedure being performed on each, 
one will recover completely, another will im- 
prove, while the third will state that she has 
had no relief from her symptoms? 

Numerous authors have called attention 
to the prevalence of pelvic symptoms and 
signs of psychogenic origin. “Psychosomatic 
medicine” has become a common term since 
the war, and there have been revolutionary 
changes in the study and clinical application 
of psychology and psychiatry. Gynecologists 
have taken little or no advantage of these 
studies, however. 

It would be impossible to discuss, in a fif- 
teen-minute paper, all the pelvic syndromes 
of psychogenic origin. The ones which will 
be considered are: psychogenic amenorrhea, 
dysmenorrhea, and dyspareunia and frigid- 
ity. Neurodermatitis of the vulva, the meno- 
pause, involutional melancholia, 
phobia, and many other syndromes will not 
be included in this discussion. 


cancer- 


Psychogenic Amenorrhea 


Emotional strain may cause menstruation 
to cease for months. Repeatedly we have 
seen menstrual dysfunction in nurses and 
coeds away from home for the first time. 
There is a recent case history of a young 
coed who was told that her amenorrhea was 
due to a physiologic cause—namely, preg- 
nancy. She committed suicide, and an autop- 
sy revealed no evidence of the gravid state. 
I was told by gynecologists in London that 
many women ceased menstruating during the 
German “blitz” of 1940. 

Menstruation may cease after the death of 
a husband or lover, after a narrow escape 
from an automobile accident, and after quar- 
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rels involving great emotional] tension. The 
evele may frequently be re-established with 
reassurance by the physician that nothing is 
organically wrong, and with psychotherapy. 
Psychotherapy is nothing but personal tutor- 
ing. 
Reinfenstein"' 
genic amenorrhea as being of hypothalamic 
origin. He believes that emotional disturb- 
ances bleck the hypothalamic impulses. The 
ovarian follicle fails to receive sufficient 
luteinizing hormone, and although it is af- 
fected by the follicle-stimulating hormone, it 
does not produce sufficient estrogen, and the 
changes responsible for men- 
for a 


attempts to explain psycho- 


endometrial 

struation cannot occur. His criteria 

diagnosis of psychogenic amenorrhea are: 

1. Evidence of psychic trauma just before 

the menses stopped. 

2. Laboratory data indicating that the 
pituitary gland and ovaries are not 
primarily involved. 

3. Absence of estrogenic effect on pelvic 
tissue, as proved by endometrial biopsy, 
vaginal smear, and failure to bleed 
after receiving progesterone for five 
days. 

4. Endometrial bleeding after withdrawal 
of estrogens. 

There is another interesting type of psy- 
chogenic amenorrhea — pseudocyesis. It is 
usually observed in younger women who in- 
tensely desire offspring, or in women near 
the menopause. These patients may exhibit 
all the subjective symptoms of pregnancy, 
associated with a considerable increase in the 
size of the abdomen, breast changes, and 
even enlargement of the uterus. Not long 
ago, a patient was brought to the hospital 
by her physician, who told us that the onset 
of labor occurred six hours before and that 
he had followed her prenatally for eight 
months. Pelvic examination revealed a nor- 
mal-sized uterus. A flat plate of her abdo- 
men was negative. Her “labor pains” and 
“fetal movements” were attributed to gas in 
the intestines. You can well imagine the diffi- 
culty of persuading this patient that she was 
not pregnant. 

Dysmenorrhea 


A few years ago, a young, unmarried, 22- 
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year-old woman came to me complaining of 
periodic lower abdominal pain. Her past 
gynecologic history was a revelation. Briefly, 
it was as follows: At the age of 18 years she 
went to a surgeon complaining of painful 
menstruation since the menarche. She was 
told that her dysmenorrhea was due to a 
retroverted uterus. Hysteropexy was advised 
and was carried out. The dysmenorrhea per- 
sisted. She was then told by the same physi- 
cian that her uterus had been placed in a 
too-anteverted position, and a second lapar- 
otomy was performed, placing the uterus in 
midposition. The dysmenorrhea continued, 
and when she was 21 years of age, the sur- 
geon performed a supravaginal hysterec- 
tomy. Is this one of the reasons that Philip 
Wylie in his book, “‘Generation of Vipers,”’ 
labeled the physician an “Uncommon Man’? 

Recently a 17-year-old freshman coed ar- 
rived at the hospital in a very tense state, 
asking “What is wrong with me? I do not 
have any pain with my monthlies. There 
must be something seriously wrong with me, 
because-my mother always went to bed with 
her periods and now my roommate is doing 
the same!” 

There is general agreement that psychic 
factors play a major role in much dysmenor- 
rhea. Inadequate mental preparation for 
adolescence may result in poor psychic orien- 
tation to the physiologic cyclic phenomena. 
How can a sexually prejudiced, somatically 
insufficient, dysmenorrheic mother fail to 
raise a dysmenorrheic daughter, especially 
when the mother has repeatedly referred tu 
menstruation as “the curse,” “‘the Willies,” 
“falling off the roof,” or “being unwell’’? 
Not infrequently dysmenorrhea represents a 
mechanism of escape from the environment- 
al, social, or domestic situation, or a psycho- 
somatic rebellion against some such situa- 
tion. | 

An excellent test to confirm psychogenic 
dysmenorrhea is to give estrogens through- 
out one eycle and prevent ovulation. If the 
patient has dysmenorrhea from anovulatory 
bleeding and no other organic cause is 
found, it is evident that her dysmenorrhea is 
psychic. 

Dyspareunia and Frigidity 


In spite of the frequency of sexual inter- 


course, normal coitus is a very complex 
action, involving anatomic, physiologic, nerv- 
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ous, biologic, and, most of all, psychologic 
factors. Abnormalities of one or more of 
these factors may bring about a condition in 
which intercourse is painful or unpleasant. 
It is in the mental distaste for or revulsion 
against intercourse that many psychosomatic 
syndromes originate. 

Here are some other well known facts: 
less than 5 per cent of women have a sexual 
appetite even approaching that of the male; 
more than 60 per cent of them never achieve 
orgasm until after the birth of a child; about 
25 per cent never reach an orgasm: and 
about 10 per cent never derive any sense of 
rleasure whatsoever from intercourse. 

The effects of the mode of life of the ma- 
jority of American women are such that one 
wonders that there are as many biologically 
healthy women as there are. These effects 
are described by Dr. Willard Cooke as fol- 
lows"): 

“The wife of a man with an average or better than 
average income has so little to do that she is more 
or less continuously bored; boredom leads to rest- 
lessness, restlessness to mental and nervous hyper- 
tension which expresses itself in functional neuroses, 
irritability, introspection, and the expenditure of 
tremendous excess of nervous energv in the per- 
formance of any physical or mental task. All of this 
leads to nervous fatigue and neurasthenia. The av- 
erage woman who has driven her children to school, 
planned the day’s menus, instructed her servants 
and repaired some trifling damage to her wardrobe 
must go to bed after lunch and rest before the 
arduous task of an afternoon at the bridge table. 
Knowing the exhaustion which attends the verform- 
ence of such things, she feels she cannot survive 
the exertion attendant uvon a game of golf or tennis, 
a swim, or a ride on horseback. As a result, her 
muscles become flabby, fat accumulates. the »enera] 
tonus is reduced to a minimum, the functional activ- 
ities of the body are impaired, and functional neu- 
roses reign unopposed.” 

In attempting to arrange a normal regi- 
men of life for these unfortunate neurotics, 
Dr. Cooke found that over 90 per cent re- 
fused to cooperate, nearly 80 per cent asked 
whether some operative procedure might not 
be substituted, and more than 50 per cent 
said they would rather remain sick! 

The problem of dyspareunia is always an 
individual one, and one which ean be ap- 
proached only after the doctor-patient rela- 
tionship has been fully established. After the 
confidence of the patient has been obtained, 
it is remarkable how often merely telling her 
troubles and experiences will dramatically 
relieve the patient. The psychiatrist speaks 
of this as “ventilation of hostility” toward 
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her husband, lover, or some other individual. 


Repeatedly the patient states that she is 
“trapped.” Giving the patient insight may 
help her free herself. Occasionally the cir- 
cumstances are such that it is impossible for 
the individual to free. A young 
blonde of 26 years recently came to me com- 
plaining of dyspareunia and pain in the right 
lower quadrant. She was married to a para- 
troop officer in the regular army. During the 
physical examination it was noted that she 
had a “black eye”’ and ecchymoses of the ear. 
Inquirv as to the cause of this resulted in the 
following outburst of hostility: ““My husband 
is a beast. He gave me this today when [ re- 
fused to have intercourse with him before 
coming to see you; he is always doing this. 
I left him after the first vear but remarried 
him later; now I am trapped. We have a 
5-vear-old daughter, and I have no means to 
support her. I can make my own way, but I 
cannot leave my daughter with him. I have 
tried to work as a beauty operator and mani- 
curist, but he was jealous of every man that 
was a patron of mine. I hate him.” This girl 
has a decision to make. She cannot reme*n 
in a state of indecision. Whether she leaves 
her husband or decides to remain with him, 
she will be forced to give up something. I 
endeavored to push her to make a decision 
before she “cracked up.” 

Frigidity is very common. The 
life a woman has her first sexual experience, 
the more apt she is to be frigid. Fear of preg- 
nancy is a very common cause. Parental soli- 
citude for the virginity of a daughter often 
is the breeding ground of frigidity. Instead 
of explaining to the girl that she has sexual 
instincts and libido, the gratification of 
which should be postponed until her mar- 
riage, according to the dictates of society, 
the girl is told that she will contract a hor- 
rible venereal infection or that she will have 
a bastard child. 

There is an amazing ignorance of normal 
sex function among girls and boys. While at 
Henry Ford Hospital with Dr. J. P. Pratt. I 
had the pleasure of giving health talks to 
groups of high-school students. They were 
asked to write anonymous questions and 
were assured of honest answers. Dr. Pratt” 
has listed a few of the questions that girls 
of 16, 17, and 18 asked us: 
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1. How does drinking intoxicants affect the sex 
organs? 

2. Is it wrong to neck? 

3. If a girl goes horseback-riding and there is a 
bloody discharge later, does it mean that her 
main head is broken? 

1. How messy is it after a baby is delivered? 

5. What would happen if a girl had sexual inter- 
course before she began to menstruate? 

6. Is there pain when a girl has her first inter- 
course ? 

7. What are 
affair between two men or two 
this idea just plain batty? 

8. Is a man’s desire for mating so great that he 
doesn’t care what race, color, or creed the 

woman is? 
These are questions from high-school stu- 
dents of better-than-average intelligence. 

Why don’t these girls get honest answers at 

home? The answer is that their parents do 

not know, do not have the vocabulary, and 
are not interested. It might require some 


reading and study. 


the circumstances when there is an 
women; or is 


Conclusion 


In the investigation of a gynecologic prob- 
lem we should always have an awareness of 
the role that the emotions play in illness. 
Keen attention should be paid to the beha- 
vior of the patient and to the actual words 
that she uses in describing her complaints. 
Note-taking should be kept at a minimum, 
so that the patient will feel free to talk. 
Make her feel that you are more interested 
in her than in recording her history. Show 
interest and sympathy for her complaints, 
even though they may be trivial or silly. 

A half-doctor, who eliminates the psycho- 
logic aspects of disease and concentrates only 
on the somatic component, will leave his pa- 
tients in a more deplorable state than ever 
after his carving and treatment of their in- 
nocent genitalia. As gynecologists, we can- 
not refer every one of these patients to psy- 
chiatrists. There never will be enough psy- 
chiatrists to treat the hundreds of thousands 
of psvchoneurotics. By allowing a woman 
to protest to you, you may note a very rapid 
and striking improvement in her general 
state. Sometimes two to four office visits 
(instead of an operative procedure), during 
which time the physician allows the worian 
to express herself, is all that is needed. Even- 
tually, the woman will protest to you about 
something that happened at home, or some- 
thing that the husband has done; and when 
she gets it off her chest, she begins to feel 
better. Her weakness, her anxiety dreams, 
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her depression, her irritability, her tremor, 
her dizziness, her insomnia, her lower ab- 
dominal pain, her nausea, her backache, her 
fatigability, her restlessness, her menstrual 
molimina, and her headaches may vanish. 
There is really more personal satisfaction in 
helping these individuals than in relieving a 
woman of the largest fibromyoma uteri or 
ovarian cyst on record. 





TREATMENT OF DIABETES 
MELLITUS 


L. A. CROWELL, JR., M.D. 
LINCOLNTON 


To cover the subject of diabetic treatment 
completely would require a very large book; 
therefore this paper is confined to a discus- 
sion of some of the more important facts. It 
is important for the general practitioner to 
be well versed in diabetes, and there is great 
need for emphasizing well-known facts 
about the disease. 

There are about 15,000 diabetics in North 
Carolina, and the number is steadily increas- 
ing. This increase results from several fac- 
tors—among them, a growing population, 
longer life expectancy, and better medical 
care. From a strictly eugenic standnoint, 
diabetics should not have children. By eu- 
genic selection, it is theoretically possible 
almost to eliminate diabetes in a few gen- 
erations. If both parents have diabetes, 
their children will almost certainly have it. 
If one parent has diabetes and the other has 
not, the chances of their children’s having 
it vary widely according to the family his- 
tory of the non-diabetic parent. The inci- 
dence of both diabetes and carriers of dia- 
betic genes is higher than average among 
the grandchildren of a diabetic person. 





Regulation and Instruction of the Patient 


All my diabetic patients, as soon as the 
disease is diagnosed, are advised to come 
into the hospital for regulation and instruc- 
tion. On the first day, in the uncomplicated 
case, we put the patient on insulin, exercise, 
and a standard diet estimated to fit his needs. 
We test the blood sugar twice daily, before 
breakfast and before surper. We teach the 
patient to divide the 24-hour urine output 
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into four specimens and test each separately. 
Protamine-zinc insulin is used in most cases, 
and globin insulin in almost all the others. 
Diet and insulin doses are adjusted concur- 
rently by trial and error. This method is 
the quickest and achieves the best results; 
no better method has ever been devised. I 
do not mean trial-and-error by guesswork, 
but trial-and-error with the aid of accurate 
and frequently repeated scientific tests. 

One must be sure that the directions giv- 
en the patient are completely understood if 
these directions are to be carried out after 
the patient passes from under immediate su- 
pervision. Otherwise, the benefit from the 
best regulation in the world will be largely 
lost. 

The patient, or his care-taker, is taught 
in our laboratory to test his urine and record 
the results. This record he shows to the 
physician on return visits. At first we re- 
quire four tests a day, on the morning, after- 
noon, evening and night specimens. Later, 
when the patient is well stabilized, one test 
a day, usually on the night specimen, is suf- 
ficient unless some complication arises. Any 
complication, such as the appearance of a 
febrile disease, is the signal for returning 
to the full number of tests as well as for 
other precautions, such as watching for im- 
pending coma. 

I wish to emphasize two other points. One 
is that it is not necessary to have the pa- 
tient’s urine entirely sugar-free to obtain the 
best practical results. I think the patient 
feels better and stronger if about a third of 
the urine specimens show a green Benedict 
test, and I don’t worry over an occasional 
vellow test. 

The other point concerns the handling of 
old diabetic patients. Very frequently we 
encounter old people with mild or moderate 
diabetes who have gone a long time with no 
control or inadequate control. Their bodies 
have become accustomed to blood sugar lev- 
els much higher than normal, and one must 
be extremely cautious in bringing their blood 
sugar down to levels usually considered nor- 
mal. I remember one 78-year-old woman 
who had had mild diabetes for twenty years. 
Her blood sugar ranged around 250 to 270 
mg. per 100 ec., and she showed unmistakable 
signs of insulin shock when the blood sugar 
was brought below 200. During the twenty 
years she had had diabetes, she had been 
on a very low-carbohydrate diet. By giving 
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her a high carbohydrate intake, which she 
was very much afraid to take at first, over 
a period of three or four months, plus 10 
units of protamine-zine insulin a day, I 
was able to make her feel much stronger and 
better, but never was able to get the blood 
sugar below 220 without reaction. 
Diet 

The problem of providing diets for dia- 
betics has been made unnecessarily compli- 
cated and elaborate because an attempt is 
often made to fit the caloric intake 
accurately to the height and weight of the 
individual. Such accuracy cannot be achieved 
unless we have the patient at all times under 
exacting laboratory control. People of the 
same height and weight do different work, 
and, depending on their temperaments, re- 
quire varying amounts of energy for doing 
the same types of work. 

Two Negro cooks I employed in my home 
at different times furnish a perfect example 
of the effect of temperament on food intake. 
One was phlegmatic, slow-moving, and delib- 
erate; she never got hurried or excited, and 
moved smoothly from one task to another. 
The end of the day would show much work 
accomplished, but her food intake was about 
two thirds or half that of another cook | had 
who was nervous and excitable, and who 
moved quickly and in a jerky fashion, ex- 
pending much unnecessary energy in her 
work. The age and height of the two Negroes 
were the same, but the more phlegmatic 
weighed 10 pounds more. 

I have, therefore, considered it sufficiently 
accurate for practical purposes to provide my- 
self with a series of standard diets, ranging 
in caloric value from 1200 to 2300 calories 
per twenty-four hours. These standardized 
diets provide the correct proportions of car- 
bohydrate, fat and protein. I find that they fit 
the dietary requirements of about 85 per cent 
of my patients. At the beginning of treat- 
ment a diet is selected which, considering the 
patient’s size, age, type of work and tem- 
perament, seems to fit him best. Thereafter, 
I am guided in raising, lowering, or altering 
the diet by the appetite, the sense of well- 
being, changes in weight, and other factors. 
If the patient is overweight, I increase the 
food intake enough to reduce his weight 
gradually, not more than 5 pounds a month. 
If he is underweight, the food intake is in- 
creased until a satisfactory weight is attain- 
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ed. We give more calories to a farm laborer 
than to a bookkeeper. 

I think it is important for the patient to 
get the same caloric intake every day, after 
his requirements are determined. This aim 
can be accomplished only by weighing the 
food, for which purpose I provide each pa- 
tient with a standard 500-gram food scale. 
It is impossible to regulate a patient cor- 
rectly unless there is uniform food intuke to 
balance a uniform insulin dose. I do not 
think it is impractical to insist on a weighed 
diet, and I do not think it is difficult for the 
patient to learn to weigh his food. Abun- 
dant variety is provided by a system of sub- 
stitution. Our dietitian instructs the pa- 
tient, or someone who is to prepare the food 
in the home, by lecture and demonstrations. 

I hope and believe that the old method of 
giving diabetic patients a low-carbohydrate, 
high-fat diet is over. I am convinced that 
the carbohydrate intake, plus the 
optimum amount of exercise, delays arterio- 
sclerotic changes longer than other regimens. 
Furthermore, the high, or normal, carbohy- 
drate intake increases, over a period of time, 
the sugar tolerance of the diabetic. This 
finding refutes the former belief that the 
low-carbohydrate diet spares the islet cells. 
In only rare instances, in my experience, has 
the insulin requirement been increased by a 
high carbohydrate intake. 


normal 
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Physical exercise is beneficial to anyone, 
especially the diabetic, and I insist on it to 
the limit of the patient’s tolerance. Exer- 
cise lowers the blood sugar, and it will be 
found that, other things being equal, the dia- 
betic doing hard physical labor will do bet- 
ter and require less insulin than the seden- 
tary diabetic. In older patients, the con- 
dition of the heart and circulatory system is 
an important factor to consider in prescrib- 
ing work, and a close watch should be kept 
for the earliest danger signals of coronary 
disease. 

Diabetes in Pregnancy 


Since insulin was introduced in 1922, the 
death rate from diabetes among pregnant 
women has declined, but the fetal mortality 
is still excessive. This too has been some- 


what reduced during the past ten years, 
however, by correction of the hormonal im- 
balance occurring during pregnancy. 


The 
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rise in serum gonadotropic hormone increas- 
es the danger of abortion during the second 
month of pregnancy, and greatly increases 
the danger of miscarriage during the sixth 
and seventh months. Treatment with es- 
trogen and progesterone will prevent some 
abortions in the second month and some pre- 
mature births as well as some cases of ec- 
lampsia and pre-eclamptic toxemia, and some 
stillbirths and prenatal deaths. The develop- 
ment of such abnormal conditions can in 
most cases be predicted three or four weeks 
before symptoms appear by a complex bio- 
logic test, using white rats. Since this test 
is not considered practical, except in the best- 
equipped laboratories, hormonal therapy may 
be given prophylactically during pregnancy 
with good results without harm to the 
mother or baby. 

Diabetic women are generally thought to 
have larger-than-normal babies. This dan- 
ger may possibly be averted by the hormonal 
treatment referred to above, plus restriction 
of weight gain and good control of the dia- 
betes. No diabetic should gain over 20 
pounds during pregnancy. 


Diabetes in Children 


It is more difficult to treat diabetes in chil- 
dren than in adults. Children’s blood sugars 
vary more rapidly and more widely, and they 
‘-annot be made to understand why _ they 
should have a routine different from other 
children. Most adult diabetics are overnour- 
ished at least at the onset, whereas most dia- 
betic children are underweight. Further- 
more, provision must be made in the child’s 
diet for a normal increase in body size. Chil- 
dren exercise more and in a more irregular 
manner than adults. A dose of protamine- 
zine insulin which would be correct today 
may cause an insulin reaction tomorrow, 
when the child exercises excessively in a 
back-yard baseball game. 


Complications of Diabetes 

Infection 

I believe that the danger of infection in 
diabetics is not so great as was once thought. 
Infection is no more apt to develsp in a well- 
regulated diabetic than in a non-diabetic 
person. In old people, the circulation of the 
‘egs and feet is impaired by arteriosclerosis, 
and there is increased danger of severe in- 
fection and even gangrene. This is true 
whether or not the patient has diabetes, but 
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diabetes, especially if poorly controlled, has- 
tens arteriosclerotic changes. Since infection, 
especially if it is accompanied by fever, ag- 
gravates diabetes, all efforts should be made 
to avoid and control infections. 


Coma 

Diabetic coma is a medical emergency, 
equally as urgent and important as acute 
appendicitis, and in most cases requiring 
more therapeutic skill. The mortality ranges 
from a little below 12 per cent at the Joslin 
Clinic to around 50 per cent at one of the 
large municipal hospitals. Too much food, 
too little insulin, a sudden reduction in phy- 
sical activity, infection, and febrile disease 
account for almost all cases of precoma hy- 
perglycemia and acidosis. 

In most cases the infection or febrile dis- 
ease which caused the patient to go into coma 
is not difficult to diagnose, but the following 
case which I recently treated is an exception: 

A 60-year-old woman, known to have had diabetes 
for ten years, was admitted in a stuporous condition 
with a blood sugar of 350. Knowing that fever is 
not present in uncomplicated coma, I searched for 
the cause while treating the coma. Two days later 
the patient was still unconscious, her blood sugar 
was still high, and her fever was ranging between 
102 and 105 F., in spite of large doses of penicillin 
and insulin. She was rapidly getting worse. On ad- 
mission two small infected wounds had been noted 
on one hand, and when I learned, two days after ad- 
mission, that the patient had dressed a rabbit two 
days before the onset of her fever, 1 began to sus- 
pect tularemia. Re-examination showed some en- 
larged epitrechlear glands. The drug was immedi- 
ately switched to streptomycin, and I had the ex- 
treme satisfaction of seeing her make a rapid and 
complete recovery. On the fourteenth day, three days 
after ‘she had finished her full course of strepto- 
mycin, the agglutination test for tularemia was 
positive in a dilution of 1:320. Prior to the tular- 
emia the patient had been taking no insulin for 
more than a year; since then she has required 10 
units a day. 

Each case of diabetic coma must be indi- 
vidualized and the patient must be carefully 
watched day and night. All such patients 
should be hospitalized, and treatment should 
be guided by frequent blood sugar determi- 
nations. I have called for as many as fifteen 
determinations during the first forty-eight 
hours, but that many are seldom necessary. 
I am not as afraid of large doses of insulin 
as I once was, but there is some danger of 
giving too much through over-anxiety. I have 
seen several patients pass from diabetic 
coma to insulin shock without regaining 
consciousness. 

I use regular insulin intravenously and 
intramuscularly, aided by protamine-zinc in- 
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sulin. The acidosis, dehydration, and hypo- 
chloremia are treated by liberal and fre- 
quently repeated doses of saline by vein and 
bowel. One or two saline enemas are usually 
necessary to empty the colon and to supply 
fluid. Catheterization should be done if nec- 
essary. Gastric lavage is helpful, and fre- 
qently yields a dark bloody fluid. Sixth molar 
lactate is valuable in cases of stubborn acid- 
osis, particularly when the carbon dioxide 
combining power drops below 20 volumes 
per cent. I do not use sodium bicarbonate 
intravenously, chiefly because it is difficult 
to prepare and is not as effective or safe as 
sixth molar lactate. 

Until the patient is able to take food by 
mouth, I frequently give glucose by vein for 
nourishment. Some authorities say that glu- 
cose should not be given in cases of diabetic 
coma. Even with a blood sugar of 600 mg. 
per 100 cc., however, there is only about 36 
Gm. of glucose in the blood of an average 
adult, or about the amount of sugar con- 
tained in the juice of half 
oranges. This would be adequate carbohy- 
drate intake for only a few hours. Only a 
small amount 


three and a 


of additional insulin is neces- 
sary to take care of the glucose administered 
intravenously, and the glucose is a safeguard 
against overshooting the mark and precipi- 
tating hypoglycemia. 

Arteriosclerosis and its complications 

At the present time, arteriosclerosis is the 
greatest threat to the diabetic patient. Since 
the introduction of insulin, deaths from 
arteriosclerosis in diabetic patients have 
risen 553 per cent and exceed by sixteen 
times the deaths from coma. These figures 
are, of course, influenced by the fact that 
(diabetics now live longer to develop arterio- 
However, diabetes 
ably hastens hardening of the arteries. 

The three most frequent complications of 
arteriosclerosis are coronary occlusion, cere- 
bral thrombosis and hemorrhage, and dia- 
betic gangrene of the lower extremities. The 
only prophylaxis for the first two is good 
diabetic care and hygiene. The same prin- 
ciples are important in the prevention of 
gangrene, but the main emphasis should be 
on improving and maintaining the circula- 
tion, on preventing infections, and on follow- 
ing certain principles in removing devita- 
lized tissue. The extremities should be kept 
warm but not injured by overheating. A leg 


sclerosis. unquestion- 
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threatened by diabetic gangrene should be 
placed in a slightly dependent position, with 
the leg straight and the foot about four or 
five inches lower than the hip. Some good 
work has been done, especially in the 
Ochsner Clinic at New Orleans, toward im- 
proving the circulation in such extremities 
by blocking the lumbar sympathetic nerves 
by anesthetics or surgery. I have not had 
much success with passive vascular exercise 
machines, and I think that they should not 
be used in the presence of gangrene or in- 
fection. 

If the extremity cannot be saved, the 
standard amputation procedures should be 
altered in many cases to fit the circum- 
stances. It is necessary to remove all the 
necrotic tissue back to the point of free 
bleeding, but one should be careful in mak- 
ing a flap (if, indeed, a flap should be made 
in the presence of infection or gangrene) not 
to dam up secretions which may materially 
aid in the upward spread of the trouble. 

In acute, rapidly ascending infections of 
the arm or leg, we have in a number of cases 
done guillotine amputations, cutting the ex- 
tremity square off, leaving the wound wide 
open, cutting the bones and nerves short, 
and making sutures only as they are neces- 
sary to control bleeding. Then we apply a 
type of dressing which will not in any way 
interfere with free drainage. It is amazing 
how well such stumps will heal and how 
tough they become. One may later make a 
more conventional stump, but usually the 
patient elects to leave the stump as it is. 
Careful attention to the diabetes throughout 
the preoperative and postoperative period is, 
of course, necessary. 


Summary 


The diabetic patient should be brought 
into a hospital for regulation of his diet and 
insulin dosage, and for instructions in the 
management of his disease. The diet should 
be adjusted according to the temperament 
and exercise requirements of the individual, 
as well as to his height and age. 

So far as possible, the complications of 
diabetes should be treated prophylactically. 
Of these complications, arteriosclerosis is the 
one responsible for the highest mortality. 


Discussion 


Dr. G. O. Moss (Cliffside): Dr. Crowell is to be 
congratulated for daring to handle a diabetic with 
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common sense and for his practical instructions to 
the family physician. It is difficult for the general 
practitioner to carry out the methods of treating 
a diabetic which are born of ultra-scientific poppy- 
cock. Calorie-splitting might be desirable in a teach- 
ing institution, but with the majority of diabetics 
and the average physician who is responsible for 
their care, such exactness is most certainly imprac- 
tical, or impossible. I am thoroughly convinced that 
both patient and practitioner get along better if 
traces of sugar in the urine are deliberately planned. 

One of the tragedies of diabetic arteriosclerosis 
is gangrene of the lower extremities, and it is only 
on this point that my limited experience would 
justify an attempt to comment. I am concerned with 
diabetic gangrene without infection. Amputation 
offers nothing in the way of eliminating the cause, 
and therefore should positively be a last resort. 
None of the several texts to which I have referred 
mention a method of treatment which has been 
highly satisfactory in the few cases I have had the 
privilege of treating. The method to which I refer is 
that of applying alternate heat and cold. 

Results with this method, as with other methods 
of treatment, are dependent largely on the stage 
at which the treatment is instituted. Therefore, all 
elderly diabetics should be instructed to watch for 
and report immediately any signs of beginning gan- 
grene. I recall one patient, however, who had gross 
death of tissue in several toes, but who, with per- 
sistent and patient treatment for more than a 
month, recovered. 

The hot-and-cold method of treatment requires 
little equipment—just two cans sufficiently large 
and deep to admit the foot and leg to the knee or 
above. A fifty-pound lard can is quite satisfactory. 
If the patient’s economic status affords plumbing 
and his bank account would permit the services of 
a tinner, as well as a plumber, a more elaborate 
and efficient system can be installed. 

One of the cans is filled with warm water, the 
other with cold. The affected leg is placed in hot 
water for three and one-half minutes, and then in 
cold water for one-half minute; this procedure is re- 
peated four or five times at a sitting, and the treat- 
ment can be repeated every three or four hours. 
Between treatments the limb should be placed in a 
slightly dependent position, with heat applied con- 
stantly until the next hot-and-cold treatment. Since 
we are dealing with devitalized tissue which is easily 
insulted by too much heat, we should begin with 
temperatures which can be tolerated and increase 
the heat as the tissues become more tolerant. 





The Possibility of a Double Diagnosis in Diabetes. 
A double diagnosis should always be considered 
in diabetes. A single diagnosis to explain all the 
symptoms that a patient manifests was the rule we 
were all taught to adopt in our early medical edu- 
cation. Such a rule, however, is fallacious in dia- 
betes, and double diagnoses are now more frequent 
. It is safe to assume, when a diabetic patient 
is not doing well, if his diet is adjusted and if he 
is taking the usual dose of insulin, that another 
diagnosis exists; one should always look for the 
accompanying diagnosis.—Elliott P. Joslin: Diabetic 
Hazards, New England J. Med. 224:591 (April 3) 
1941. 
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THE PROPHYLAXIS AND 
MANAGEMENT OF REACTIONS TO 
PENICILLIN 


JOSEPH FARRINGTON, M.D. 
SIDNEY OLANSKY, M.D. 
and 
KATHLEEN A. RILEY, M.D. 


DURHAM 


Although considerable research has been 
centered on penicillin, the complete separa- 
tion of the skin-reactive or toxic factors from 
the therapeutic principle has not as vet been 
accomplished. Paralleling the studies on the 
clinical applications of penicillin have been 
investigations of ways to avoid an increasing 
number and variety of untoward reactions 
resulting from its administration. These re- 
actions may be divided into the two broad 
sategories of hypersensitivity and toxicity. 
Lyons") has further divided the toxic reac- 
tions into those associated with a particular 
batch of penicillin, thought to represent a 
reaction from some impurity, and those pro- 
duced by the active principle itself. The 
former are characterized by chills, eosino- 
philia, headache, flushing of the face, muscle 
cramps, nausea, and vomiting. Reactions not 
associated with any particular batch of peni- 
cillin, according to Lyons, are characterized 
by urticaria, fever, and transient azotemia. 
Reported experimental and clinical evidence 
indicates that dermatoses are occurring in an 
increasing number of patients who have, or 
acquire, an idiosyncrasy to the active prin- 
ciple itself. The exact origin and mechanism 
of penicillin allergy remain obscure, but clin- 
ical experience has shown a number of ex- 
pedients which may be used to avoid unde- 
sirable reactions. 

Prophylaxis 
Choice of type of penicillin 

The choice of a proper salt of penicillin 
and the administration of the crystalline 
fractions rather than the less highly purified 
amorphous salts constitute one of the most 
effective prophyiactic measures. Penicillin 
is an organic acid which reacts chemically 
to form salts and esters. Salts of the various 
cations such as sodium, calcium, ammonium, 
From the Division of Dermatology and Svphilologv of the 
Department of Medicine, Duke University School of Medicine. 
Durham, North Carolina. 
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strontium, potassium, and barium have been 
synthesized’. Of these preparations the cal- 
cium, potassium and sodium salts are avail- 
able commercially. Wright and Rule’ have 
shown that the number and severity of re- 
actions vary with the salt used, especially if 
the salts are administered orally. They re- 
ported that toxic reactions occurred in 9 per 
cent of their patients who used sodium peni- 
cillin lozenges; these reactions were mild and 
of short duration. When the calcium salt was 
used, 16 per cent of the patients treated had 
reactions which persisted for as long as 
fifty-seven days. The subcutaneous or intra- 
muscular administration of the ammonium 
salt is often painful™. 

Until the crystalline G fraction recently 
became available, the penicillin administered 
contained twenty or more impurities”. Be- 
cause it is devoid of many of these impurities 
and tissue irritants, the use of crystalline 
penicillin G rather than the more crude 
amorphous salts will eliminate many reac- 
tions. This statement is borne out by the 
recent experience of Barefoot and Olansky”’, 
who reported the case of a patient tolerating 
the administration of crystalline penicillin 
G after showing repeated severe urticarial 
reactions to the more crude amorphous salts. 


Method of administration 


The method and frequency of administra- 
tion, especially when repeated courses of 
penicillin therapy are given, may greatly in- 
fluence the type and incidence of reactions 
encountered. Local or topical use of penicil- 
lin will give rise predominantly to contact 
dermatitis, while parenteral administration 
is more apt to produce endogenous derma- 
toses or toxicoses. The ease with which epi- 
dermal sensitization can be induced by re- 
peated topical applications has been shown" ; 
the comparative ease with which hypersensi- 


tivity can be induced by repeated intra- 

dermal injections has also been demon- 

2, Moore, J. F.: Penicillin in Syphilis, Springfield, Tllinois 
Charles C. Thomas. 1946 

8. Wrieht. R. and Rule. W.: Penicillin Lozenges in the 
Treatment of Oral Lesions, J. California Dent Assoc, 
(Dec.) 1945, p. 177 

{. Welch, H.. Grove. D. C.. Davis. R. P.. and Hunter. A. ¢ 
The Relative Toxicity of Six Salts of Penicillin, Proe. So 
Fxyper. Riol. & Med. 55:246-248 April) 1944 

5 Rarefoot. SW. and Olanskv. S.: Report of 4 Patient 
lo'eratine Crvstalline Penicillin without Reaction after 
Reneated Cutaneons Reections to Crude Penicillin. North 
Carolina M. JT. 8:82-88 (Feb.) 1947, 

6. (a) Gottschalk. H.R. and Weiss, R. S.: Fridermal Sensi 
tivity to Penicillin Arch Dermat & Svrh <2 -QR5-B71 
(Anril) 1946: (b) Farrineton, J.: Cutaneons Hernersonsi 
tivity Reactions to Penicillin in the Aged, Geriatrics 
195-109 (March-April) 1947. 
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strated™. 

It may be postulated that the antigen con- 
tained in penicillin produces antibodies in 
susceptible patients. When these antibodies 
reach a sufficient concentration, they over- 
flow into the circulation, where they remain 
for varving periods of time. When this 
humoral phase has passed, the antibodies 
may become fixed in the tissues. This fixa- 
tion often results in a localized hypersensi- 
tivity, which has been shown to be greatest 
at the point where the penicillin antigen 
was introduced or at the site primarily in 
contact with the antigen™. In patients who 
have a history of penicillin reactions and in 
whom further reactions of a particular type 
are to be avoided, the route of administration 
thus assumes great importance. 

The ease with which penicillin hypersensi- 
tivity can be induced should serve as a warn- 
ine against unnecessarily repeated courses 
of therapy or indiscriminate cutaneous test- 
ing. The dangerous and untoward reactions 
resulting from intrathecal injections of peni- 
cillin have been reported recently”. Throm- 
bosis resulting from prolonged intravenous 
administration of penicillin solutions has 
also been reported; this may be avoided by 
the use of the intramuscular route. Pulmo- 
nary embolism has followed the accidental 
intra-arterial injection of penicillin in oil 


and beeswax). 


Technique of injection 

Faulty techniques of injection mav be fol- 
lowed by disastrous results in penicillin ther- 
apy. The use of a separate syringe and sena- 
rate needle for each patient will avoid the 
transfer of viruses and bacteria non-sensi- 
tive to penicillin from one patient to another. 
Cases of post-penicillin jaundice (henatitis) 
may result from repeated use of the same 
syringe, even though the needle is changed 
each time, when several patients are given 
intramuscular injections in series. The ex- 
periments of Hughes"™") have shown “three 
possible mechanisms which, either senaratelv 
or together, might account for this contami- 
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nation. These are (1) back pressure forcing 
fiuid from the muscle into the needle, (2) 
spread of blood from the tip of the needle 
towards the syringe, and (3) suction when 
removing the needle from the syringe, as- 
pirating the needle contents back on to the 
tip of the latter.” 


Eradication of pre-existing 
fungus infections 

The relationship between previous tungus 
infection and reactions to penicillin has been 
recognized since Schnurman’s report of 5 
cases of latent trichophyton infection appar- 
ently reactivated by penicillin therapy””. 
He attributed these reactions to a common 
antigen found in many of the lower fungi. 
Other investigators have attributed this phe- 
nomenon to cross-sensitization, or possibly 
to conjoint sensitivity. The most plausible 
explanation is that the patients become sen- 
sitized to the penicillin elaborated by other 
fungi in vivo during attacks of dermatophy- 
tosis. Whatever the explanation, the eradi- 
cation of pre-existing fungus disease has 
been found to be one of the most important 
practical prophylactic measures to be under- 
taken in modern penicillin therapy. 


Cutaneous testing 
The use of cutaneous testing as a means 
of detecting penicillin hypersensitivity prior 
to administration of the drug is found reli- 
able and practical in only about 24 per cent 
of the zcases™*), This low index of reliability 
is the result of the number of uncontrollable 
variables encountered in such reactions. If 
penicillin idiosyncrasies are accepted as be- 
ing on an antigen-antibody basis, then the 
results obtained in cutaneous testing must be 
dependent on the rate, site, and number of 
antibodies formed. As any or all of these 
factors may apparently show wide varia- 
tions, the results of cutaneous testing are 
unpredictable. Kolodny and Denhoff"* have 
reported, moreover, that even in consistent 
reactors to penicillin periods of relative 
anergy lasting from five to seven days are 
encountered. In a case reported by Zeller™®), 
as little as 50 units of commercial penicillin 
12. Schnurman, A. G.: Five Cases of Latent Trichophyton In- 
fection Activated by the Use’ of Penicillin,. Virginia M. 
Monthly 73:281 (June) 1946, : 
13. Farrington, J. and Tamura, J.: The Immediate (Reagino- 
genic) Tyre Reaction to Intradermal Testing in Penicillin 
Hypersensitivity, in press. 
14. Kolodny, M. H. and Denhoff, E.: Reactions in Penicillin 
Therapy, J.A.M.A. 180:1058-1061 (April 20) 1946. 
15, Zeller, M.: Penicillin Urticaria, Ann. Allergy 3:360 (Sept.- 
Oct.) 1945. 














December, 1947 


would produce urticaria during the reactive 
phase, but during the anergic state increas- 
ing doses of penicillin up to 25,000 units were 
tolerated without reactions of hypersensi- 
tivity. 

The avoidance of therapeutic shock 

Therapeutic shock, although not a penicil- 
lin reaction per se, has attained such impor- 
tance in the treatment of syphilis that the 
Jarisch-Herxheimer reaction should be em- 
phasized. The injection of an efficient spiro- 
cheticide such as arsenic or penicillin results 
in the destruction of large numbers of spiro- 
chetes. Both general and local reactions have 
been attributed to the liberation and absorp- 
tion of their proteins or endotoxins. Such 
reactions are reported to occur in 75 per cent 
of the cases of early syphilis treated with 
penicillin", and are said by Stokes” to 
occur synchronously with the hours of great- 
est destruction of spirochetes, 

The importance of such reactions, especial- 
ly in late syphilis, varies with the site. [n 
several sets of circumstances the avoidance 
of such reactions may be of life-saving im- 
portance. A Herxheimer reaction may cause 
a fatal coronary occlusion or aneurysmal 
rupture’®). If there is extensive cerebral 
vascular or cortical involvement in neuro- 
syphilis, the sudden edema and infiltration 
of the vessels may cause cerebral hemorrhage 
or precipitate an acute paresis. Competent 
syphilologists, therefore, guard against the 
possibility of severe febrile constitutional re- 
actions and these unpredictable local effects 
by initiating treatment with small doses of 
penicillin, or by a thorough preparatory 
course of treatment with bismuth. The re- 
actions reported by Olansky"® following 
even relatively small initial doses of penicil- 
lin would indicate that the latter procedure 
is perhaps safer. 


Management 


Since many reactions encountered during 
the course of penicillin therapy are mild, 
transient, of short duration, or self-limiting, 
it is rarely necessary to abandon such ther- 


16. Fromer. S.: Reactions in the Treatment of Svphilis with 
Penicillin, Arch. Dermat. & Syph. 55:885-390 (March) 1947, 

17. Stokes, J. H.: Modern Clinical Svphilology, ed. 3, Phila 
delphia, W. B. Saunders Co., 1945 

18. Callawav, J. L., Noojin. ®. O.. Kuhn, B., Riley. K. A.. 
Segerson,. J.: The Use of Penicillin in Treatment of Syphilis 
of the Central Nervous System, Am. J. Syph., Gonor., & 
Ven. Dis. 80:110-124 (March) 1946 

19. Olansky. S.: The Herxheimer Reactions of Relatively Small 
Doses of Penicillin, J. Vener. Dis. Inform. 28:26 (Feb.) 
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apy altogether. A large number of these re- 
actions may be eliminated by the simple ex- 
pedient of changing brands or lot numbers 
of the penicillin administered. The therapist 
should be sure that such a change is really 
being made. It is common knowledge that a 
few of the larger drug houses supply a num- 
ber of smaller companies, each of which 
may market the same penicillin under a 
different neme. Thus a true change of peni- 
cillin may not be accomplished merely by 
changing the trade name. 
Of urticaria 

Several measures have been instituted for 
the control of urticaria, the most common 
reaction encountered in penicillin therapy. 
The more mild and early urticaria] reactions 
may the administration 
of flushing doses of nicotinic acid. As there 
is apparently a great amount of histamine 
released in the more 
actions, the anti-histamine drugs, benadryl 
and pyribenzamine, are often of great value 
in controlling them. By the simultaneous 
administration of one of these drugs it is 
sometimes possible to continue penicillin 
therapy in the face of one of the so-called 
endogenous types of reactions. If the re- 
action to penicillin is severe and it is still 
necessary to continue penicillin therapy, 
Pilisbury and his coworkers have recently 
advocated the intravenous administration of 
benadryl in doses of 5 to 10 mg. in 20 ec. of 
isotonic sodium chloride. These investigators 
point out, however, that the hypnotic effect 
is often startling. 


be terminated by 


many of severe re- 


Of the delayed reactions 

The delayed allergic reactions, particular- 
ly the type which resembles serum sickness, 
are difficult to control. The intravenous use 
of procaine has been advocated by Rosellini 
and Van Rooy®!, as well as by State and 
Wangensteen”*), who recommended 1 Gm. of 
procaine in 500 ec. of normal saline. From 
our experiences with such therapy we are 
not convinced that it does not have danger- 
ous potentialities. We have, therefore, come 
to rely primarily on the intravenous admin- 
istration of calcium and the intramuscular 


20, Pillsbury. D. M.. Steiger. H. P.. and Gibson, T. E.: The 
Management of Urticaria Due to Penicillin, J.A.M.A. 133 
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administration of adrenalin in oil for the con- 
trol of these more severe reactions.  Al- 
though these patients are extremely uncom- 
fortable, such reactions are usually self-lim- 
ting in a matter of days, and the more heroic 
measures afforded by other types of intra- 
venous medications are unjustified. 

The aneraic period 

Advantage may be taken of the anergic 
period for therapeutic action’*. Although 
this period usually lasts from five to seven 
days and will permit the administration of 
a considerable amount of penicillin, its dnva- 
tion is unpredictable and uncontrollable. Un- 
der such circumstances penicillin should be 
administered with careful supervision, and 
the patient’s degree of reactivity to this an- 
tibiotic should be followed, so far as possible, 
by cutaneous testing at regular intervals. 
Desensitization 

Successful desensitization, which eventual- 
ly permitted the administration of penicillin 
to an extremely hypersensitive patient, has 
recently been reported by Peck and his asso- 
ciates®. The technique described consists 
in the subeutaneous injection of penicillin 
three times a week in gradually increasing 
doses. The first injection, in the case re- 
ported, contained 400 units of non-crystalline 
penicillin. Each subsequent dose was dou- 
bled so that 12,800 units were injected at the 
end of the second week. 

The use of penicillin is usually urgent and 
imperative. In our experience we have found 
numerous patients who react to as little as 
2.5 units of penicillin. To desensitize them 
sufficiently to tolerate effective therapeutic 
dosages may require months, and is therefore 
impractical except in cases of “elective” pen- 
icillin therapy. The degree of penicillin sen- 
sitivity shows wide daily or weekly varia- 
tions from complete anergy to severe reac- 
tions to as little as 50 units". This fact 
makes the interpretation of the results of 
desensitization difficult and impractical in 
therapy. 

Conclusions 

1. The complete separation of skin-reac- 

tive and toxic factors from the therapeutic 
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principles in penicillin has not been accom- 
plished. 

2. Reactions to penicillin may be influ- 
enced by the salt used, the initial dosage, and 
the route and technique of administration. 

3. The eradication of pre-existing fungus 
infections is important in the prophylaxis of 
reactions to penicillin. 

4. Penicillin reactions are probably on an 
antigen-antibody basis. Cutaneous tests are 
of limited value as a guide to therapy. The 
anergic phase in penicillin sensitivity is un- 
predictable and uncontrollable. Its use for 
therapy should be carefully supervised. 

5. The use of benadryl and other anti-his- 
tamine drugs is preferable to the more dan- 
gerous intraveneus administration of  pro- 
‘aine solution in the treatment of allergic re- 
actions to penicillin. 

6. Desensitization to penicillin is imprac- 
tical except in the less urgent cases. 


INSULIN AS AN ADJUNCT IN THE 
TREATMENT OF ANXIETY STATES 
DOUGLAS McG. KELLEY, M.D. 
and 
LLOYD J. THOMPSON, M.D. 





WINSTON-SALEM 


The use of insulin in sub-shock doses in 
the treatment of acute anxiety states is being 
rapidly popularized as various publications 
dealing with this technique in the treatment 
of war neuroses appear in the literature. 
Insulin, of course, has been employed in 
psychiatry for many vears, but not until 1940 
did a report appear dealing with the use of 
mild hypoglycemic shocks in the treatment 
of mental disease. This report by Polatin. 
Spotnitz and Wiesel” heralded the use of 
insulin in doses sufficient to produce hypo- 
glycemia but not large enough to cause in- 
sulin shock or coma. These authors utilized 
their technique primarily in psychoses, al- 
though 2 patients with psychoneuroses were 
included in their original study, both of 
whom improved to some degree. 
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Use in the Treatment of War Neuroses 


Debenham, Hill, Sargant, and Slater”? 
were the first to report the use of insulin 
directed exclusively at the treatment of neu- 
rotic states. These authors, who were re- 
sponsible for treating many of the survivors 
of the Dunkirk disaster, mentioned briefly 
that in addition to sleep therapy ‘‘a modified 
form of insulin treatment is usezul in some 
cases for breaking down the vicious cycle of 
anxiety and loss of weight.’ Sargant, who 
was primarily responsible for the introduc- 
tion of this type of therapy, later presented, 
with Craske’, a discussion of the use of 
modified insulin therapy in war neuroses. 

He began by using light-coma doses, but 
later discovered that his results were equally 
as good if coma did not develop. These tech- 
niques were developed in the stress of the 
London blitzes and were specifically directed 
at breaking up the vicious cycles developing 
in the acute traumatic neuroses of war. 
Twenty to 100 units of ordinary insulin was 
given to the fasting patient at 7 a.m. The 
dose of insulin was supposed to be “just in- 
sufficient to produce a light coma or hypo- 
glycaemic excitement. The interruption at 
10 a.m. is by giving a cup of tea containing 
2 oz. of sugar, the rest of the carbohydrate 
being made up with 12 oz. or more of pota- 
toes.” The substitution of potatoes for sugar 
may appear startling, but was the result of 
the British sugar shortage. Actually, the 
substitution was of value, since it led Sar- 
gant to note the tremendous quantities which 
were consumed and suggested the large feed- 
ing routine, which is one of the bases of the 
technique. 

The aim of their treatment was to produce 
a state of drowsiness for as long as possible 
between injection and interruption. “If the 
patient shows signs of slipping into light 
coma, he is at once aroused by a cup of sweet 
tea and thereby brought round sufficiently to 
eat the potatoes. The dose of insulin is then 
reduced slightly the next day.” A full lunch 
was provided at 12:15, and in the afternoon 
the patients were given a physical training 
period. In spite of the exercise, no delayed 
reactions were experienced. Sargant adds 
that “this method is almost entirely without 
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danger and by it as many as 20 patients can 
be treated in a ward simultaneously if de- 
sired.” 

When we talked with Sargant about this 
method early in 1942, he felt that an entire 
ward of insulin cases could be set up. At 
that time, however, the director of his hos- 
pital felt that the method was “too new and 
revolutionary and might prove dangerous,”’ 
so that Sargant was only allowed to treat a 
small number of cases in any one day. It 
was our great pleasure late in 1943 to intro- 
duce Sargant to our modifications of his 
techniques and demonstrate a_ series of 
wards, each containing thirty beds, where 
we were treating simultaneously some 300 
patients by his methods every day. We have 
presented these original findings at some 
length since the basic routines have only 
slightly modified and enlarged, and 
Sargant’s fundamental concepts have been 
completely vindicated by the hundreds of 
cases which were treated in the European 
theater. 

Our experience with this technique in mili- 
tary psychiatry began at the Thirtieth Gen- 
eral Hospital in December, 1942, and con- 
tinued until V-E day in 1945. During this 
interval, we personally saw more than 15,000 
patients, each of whom was given from 
seven to thirty treatments. These treatments 
were administered in the neuroses hospitals 
of the European theater, both in England 
and in Belgium, where approximately 50 new 
patients were admitted every twenty-four 
hours. Most of these patients were put on 
insulin therapy, and in Belgium, for example, 
we frequently were treating 400 to 500 in- 
dividuals with insulin therapy daily. With 
such a vast amount of material we soon 
found routine patterns of therapy, and it 
was our custom to allow subordinate medical 
officers to handle the usual cases. Al] those 
who showed unusual reactions were placed 
on a ninety-bed ward, where one of us spent 
a major portion of his time each morning 
observing special reaction patterns. 


been 


Indications 


It quickly became obvious that patients 
suffering from acute war neuroses who had 
previously demonstrated a good stable per- 
sonality responded much better to this ther- 
apy than did the chronic neurotic individual. 
The results of our treatment lend weight to 
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Kardiner’s Classification of the traumatic 
neuroses, and it is our feeling that his con- 
cept of the physioneurosis is most Impor- 
tant, since individuals falling into this classi- 
fication are those in whom insulin therapy 
produces its best effects. This type of ther- 
apy is of value in individuals who are suffer- 
ing trom acute reactive disorders—those 
which have a fairly sudden onset and almost 
invariably are accompanied by marked psy- 
chosomatic particularly weight 
Chronic psychoneurotic patterns, es- 
pecially those stemming from fundamental 
constitutional not respond 
nearly as well, and depressions are helped 
only if they are truly reactive in nature. 
A gain in weight, however, occurs in almost 
every instance. It was found that, while our 
most important results occurred in the 
traumatic neurotic group, many other types 
of psychiatric syndromes, particularly gas- 
trointestinal reactions and even the chronic 
neuroses, were helped to some degree by the 
physiologic improvement resulting from the 
therapy. 


symptoms, 


le IS. 


inadequacy, do 


Mode of Action 

We have, of course, no real idea as to the 
way insulin works in the anxiety state, but 
we know that it accomplishes certain definite 
physiologic results. Sargant and Slater, in 
Physical Methods of Treatment 
compare their technique to 
the work of Weir Mitchell, who secluded his 
patients and then increased their diet to a 
point nowadays never reached. Sargant has 
unearthed the fact that Weir Mitchell devel- 
oped his ideas following his treatment of 
acute combat neuroses occurring in the Civil 
War. The gain in weight resulting from the 
from its 


their book, 


age ad 
i Psyehiatry™?, 


insulin treatment, aside physio- 
logic value, is certainly impressive to the 
average patient. He feels that he is getting 
better because for countless generations the 
has permeated our civilization that 
plumpness is a sign of health and that loss 


Consequently, 


idea 
of weight indicates sickness. 
many of our patients would make the state- 
ment: “‘Doe, I feel lots better. Look how 
much weight I have gained.” It is obvious 
that the restoration of the bedy 

weight level is advantageous 
physiologically, but we must never lose sight 
of the fact that this fattening is a potent 
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psychologic factor in improvement, just as 
the routine of treatment is a powerful sug- 
gestion. 

Routine of Treatment 

Our routines in the European theater were 
essentially designed as part of a total-push 
method of therapy. The patient received his 
insulin in the morning, and in the afternoon 
was carried through a strenuous program of 
physical therapy, occupational therapy, re- 
creational therapy, and individual and group 
psychotherapy which terminated only at bed- 
time. For civilian use, our routines have 
been essentially the same, the afternoon pro- 
gram, of course, being dependent upon the 
facilities available. The one thing that should 
be stressed, however, is that these patients 
are ambulatory and should not remain in bed 
after the daily treatment has been termi- 
nated. Strenuous exercise in the afternoon 
occasionally may precipitate a 
weakness or giddiness if the morning dose 
of insulin has been large. We encountered 
no cases of collapse, however, in our 15,000 
patients, and the few instances of transitory 
mild hypoglycemia were quickly alleviated 
by the ingestion of sugar in the form of 
simple syrup, which the patient’s attendants 
carried at all times. 

Patients selected 
basis of their past history and present symp- 
toms. The usual initial dose of insulin is 40 
units given at 7 a.m. after a night’s fast. 
Hypoglycemic symptoms rarely appear with 
this dose, but if for any reason the physician 
is afraid of his patient’s reaction, he can 
begin with 10 units. We found that 40 units 
gave us a better start, diminished the total 
length of time required to achieve pre-coma 
dosage, and only in rare cases produced early 
coma. We had always heard that some people 
are sensitive to insulin, and occasionally 
recommended that small test doses be given 
pricr to treatment. None of our patients 
ever showed such an idiosyncrasy, however, 
and it seems very doubtful if such sensitivi- 
ties exist in patients with normal carbohy- 
drate metabolisms. 

The insulin dose is increased by 10 to 20 
units daily until symptoms of hypoglycemia 
appear. The optimal dosage is indicated by 
marked hunger, diaphoresis, anxiety, and a 
eeneral sense of weakness. Following Sar- 
gant’s idea, we wanted the patient to become 
sufficiently hypoglycemic to demonstrate a 
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marked reaction, but still to retain sufficient 
consciousness to ingest his food without as- 
sistance. Ordinarily 70 to 100 units of intra- 
muscular insulin was all that was required. 
Occasionally a patient will fail to react at 
all; we have seen several hundred units of 
insulin fail to produce apparent hypogly- 
cemia. On the other hand, occasional pa- 
tients will develop definite symptoms with 
10 units or less. We have had 2 patients who 
required only 10 units for their entire course 
of treatment; such cases are extremely rare, 
however. If at any time the patient lapses 
into coma or develops motor excitement, the 
treatment is terminated for that day and 
subsequent doses are decreased by 10 units. 
If the treatment is not terminated prema- 
turely, the patient is usually allowed three 
or four hours of hypogiycemia, and fed at 
10 or 11 o’clock. 

Our study indicates that the best type of 
feeding is a mixture of breakfast and lunch, 
appropriately termed “brunch.” It 
of a large bow] of hot cereal heavily sugared, 
together with the regular lunch of the day. 
Too often the patient is fed a cold and un- 
appetizing breakfast tray at 11 o’clock, and 
then at 12 is expected to eat a hot lunch. It 
is essential to set up a specific feeding rou- 
tine if the treatment is to be successful. This 
will mean constant conflict with the hospital 
dietitian unless the treatment is made to fit 
into the usual hospital feeding routine. The 
British dietary habits are ideal for the in- 
sulin treatment; they seem to be constantly 
eating, and in any hospital it was very easy 
to secure a meal for the patient at nearly 
any time of the day or night. This was de- 
finitely not true in our army, and is equally 
untrue in civilian hospitals. 

The routine which we have found to be 
most useful employs an early large feeding 
between 10 and 11. Ordinarily, hospital 
diet kitchens are ready to serve lunch about 
this time, and the feeding can be regulated 
to suit the dietitian’s convenience by simply 
moving the time of insulin injection forward 
or backward so that about three hours inter- 
vene between the injection and feeding. It is 
asy enough to have a bowl of hot cereal 


consists 


added to the regular lunch, and the only other 
special feature of the meal is that all por- 
tions should be increased and a high vitamin 
intake emphasized. The average patient can 
easily be aroused and will sit up in bed and 
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eagerly devour his food. After lunch a short 
rest period can be given, following which the 
patient should be made to take some mild 
exercise. Extra nourishment is given around 
3 o'clock. Supper is served at the usual hour, 
somewhere between 5 and 6 in the afternoon, 
and sandwiches and milk drinks are given 
just before bedtime. With this routine, the 
hospital has to supply only two regular meals, 
lunch and supper, and in addition one extra 
bowl of hot cereal per patient in the morn- 
ing for 
and liquid nourishments in the afternoon and 
late evening. Such a routine puts no extra 
the same 


and sufficient supplies sandwiches 


kitchen, and at 
time insures adequate quantities of food, 
spaced so that the patient will get all he 
wants to eat but will not lose his appetite by 


stress on the diet 


being forced to eat too frequently. 
Management of complications 

With this routine of treatment, the danger 
of complications is practically nil. The only 
untoward reactions which can occur are: (1) 
that the patient may lapse into a comatose 
state and (2) that spontaneous convulsions 
may develop. The first reaction is of no sig- 
nificance. A nurse or attendant circulating 
throughout the ward can easily spot any pa- 
tient who is becoming too drowsy and can 
terminate the treatment by the oral admin- 
glucose solutions. 
The English used sweetened tea. Sweetened 
fruit juice can be used, or a mixture pala- 
table but economical can be made of ordinary 
syrup and lemon crystals. If too much fluid 
is given, however, the patient may lose his 
appetite for the day’s feedings. In a large 
series of cases, nearly 200, we found it expe- 
dient to substitute 2 ounces of slightly di- 
luted whiskey for the sweetened fruit juice 
—a method of termination which is extreme- 
ly agreeable to most patients and which 
leaves them eagerly anticipating the coming 
meal. 

\nother simple expedient in cases where 

individual is too drowsy to swallow or 


istration of dextrose or 


has reached a very early stage of stupor is 
to give !s to 1 ce. of adrenalin solution, 
1:1,000, intramuscularly. This will rouse 


ihe patient in a period of three or four min- 
utes, so that he can take glucose solutions by 
mouth. If coma has actually developed, glu- 
may be administered by means of a 
nasal tube, but the easiest way is simply to 
give a 50 per cent solution of glucose intra- 
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venously. Twenty-five cubic centimeters is 
all that is necessary, and in a very few sec- 
onds the patient will be sufficiently roused 
to take his feeding without assistance. From 
experience with the insulin treatment of 
schizophrenia, it is common knowledge that 
a brief transitory period of hypoglycemic 
coma is not dangerous, and consequently 
termination of this beginning phase of coma 
need not be hurried. Since usually only 1 or 
2 patients out of every 30 will require early 
termination of the hypoglycemic state, intra- 
venous glucose will only occasionally have 
to be employed. Not infrequently, as the 
hypoglycemia reaches the deeper levels, pa- 
tients become excited rather than stuporous. 
Such motor excitement is terminated by any 
of the above methods. 

The other complication, spontaneous con- 
vulsions, is rare. In our experience, a con- 
vulsion usually occurs about once in every 
500 treatments. Such convulsions, however, 
frequently result from very small doses of 
insulin—as low as 40 to 50 units—and con- 
sequently are completely unpredictable. If 
convulsions do occur, treatment should be 
immediately terminated by the use of intra- 
venous glucose, and the subsequent dosage 
of insulin should be cut drastically. After 
some experience with these reactions, it was 
discovered that the routine administration 
of 115 grains of phenobarbital half an hour 
before the injection of insulin prevents their 
occurrence. After the introduction of this 
type of therapy, nearly 3000 treatments were 
given without the appearance of any convul- 
sive complications. Then the hospital, which 
was situated rather far forward, ran out of 
phenobarbital. In the next week convulsions 
occurred at the expected rate of about 1 per 
500 treatments. As soon as more phenobar- 
bital was available, the convulsions ceased. 
There is no doubt but that this small dose 
of phenobarbital is completely adequate to 





prevent the occurrence of convulsions in 
these cases. A great many patients. will 
demonstrate motor twitchings and clonic 
movements of various muscle groups, but 


these must not be interpreted as dangerous. 
Results 


about the 
and is us- 


Weight gain is usually noted 
third or fourth day of treatment, 


ually proportionate to the amount of weight 
originally 


lost. Another result which is 
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noticeable early is the sedative action of in- 
sulin. This was commented upon by Sargant 
and was verified in our cases. Insulin has a 
definite sedative action which it exerts not 
only during the period of hypoglycemia, but 
for the rest of the day. Symptoms of acute 
anxiety, tremor, perspiration, restlessness, 
and insomnia will tend to improve toward 
the end of the first week. 

We experimented with periods of treat- 
ment ranging from three days to two 
months, and found that some benefit is 
usually noticed in about seven days. The op- 
timum period of treatment is approximately 
twenty-one days; this varies for each case, 
however, and treatment should be continued 
as long as improvement is manifested. 

Finally, it must be emphasized that, while 
insulin exerts a profound physiologic action 
which seems beneficial in the acute anxiety 
states, it will not change an individual’s 
psychologic pattern and consequently will 
not alleviate a specific psychologic situation. 
This fact was amply demonstrated by a 
comparison of the results obtained in hos- 
pitals where total-push psychotherapeutic 
measures were used and in other hospitals in 
the European theater where insulin alone 
was given without psychotherapy. Results 
from a physical point of view were parallel, 
but from a final psychiatric point of view 
results were almost nil if insulin alone was 
employed. It is easy for the psychiatrist - 
and even more for the general practitioner. — 
to seize upon insulin as a method of cure for 
the anxiety state, hoping thereby to cut short 
the period of therapy and substitute chemical 
for psychologic attack. This belief can only 
serve to discredit the method. Insulin at best 
is an adjuvant, to be used only by someone 
who can also employ other methods of 
psychotherapy. 


Summary 


Insulin acts physiologically in the anxiety 
states to combat the autonomic imbalance of 
anxiety. Hohman and Kline” have postu- 
lated that “the production of hypoglycemia 
by sub-shock doses of insulin stimulates the 
sympathetico-adrenal mechanism at the hy- 
pothalamic level, thus restoring autonomic 
balance, reestablishing homeostasis and 
probably influencing the cortex via the hypo- 
5. Hohman, L. B., and Kline, C. L.: Sub-shock Insulin 


Therapy in Anxiety States and Anxiety Depressions, Dis. 
Nery. Syst. 7:293-298 (Oct.) 1946. 
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thalamus. Signs of parasympathetic excita- 
tion are also present.” Whether this hypo- 
thesis is true or not remains to be seen. 
There is no doubt, however, that insulin does 
act to ameliorate the physiologic features of 
anxiety. Secondly, insulin acts as a profound 
suggestive method, in that the patient feels 
that something is being done—something 
that obviously produces results since it makes 
him want to eat. The patient also is influ- 
enced favorably by the marked weight gain. 
These results—the alleviation of the physio- 
logic symptoms of anxiety, and the suggest-- 
ive features—make the patient more amen- 
able to psychotherapy. They do not replace 
psychotherapy; they only bring the patient 
to a point where he can be adequately treated 
by the psychiatrist concerned with his case. 


Discussion 


Dr. R. Burke Suitt (Durham): I think we are par- 
ticularly fortunate in having a paper of this scope 
and quality to initiate the assembly of this section. 
I would like to ask Dr. Kelley to comment further 
about the nature of three symptoms in anxiety and 
the closely related conditions in which this method 
of treatment is used. The first pertains to those 
symptoms of the acute anxiety attack as a crisis or 
as an episode; the second is the effect of depression 
that complicates states characterized by anxiety in 
some patients; and the third is the nature of the 
biologic concomitants of depression, beyond weight 
loss and gain, in relation to this treatment. 

Dr. Leslie B. Hohman (Durham): Sargant made 
the point in his original paper that the motivation 
of the individual had much to do with his response 
to insulin therapy. I have had three experiences with 
this method of treatment. In the first group of cases, 
treated in navy hospitals during the war, the re- 
sults were disappointing. The patients gained weight, 
but there was not much alleviation of either anxiety 
or depression. We did have a few startling recover- 
ies, however. After the war I tried it again in a 
navy hosnvital. This time it worked miraculously, and 
practically every patient that we treated got well. 
Unfortunately, these patients could not be followed 
long enough to see what the late results would be. 
My third experience with insulin therapy was in 
veterans who had the same tvne of anxiety with de- 
pression, but more chronic. There the results were 
again disappointing; they would get much better for 
a month, then slip back again. 

Dr. Thompson: We have continued to use insulin 
subsheeck therapy in civilian practice to a certain 
extent since we’ve been in Winston-Salem. I would 
say that we are getting worthwhile results in the 
combined anxiety and depressive states seen so often. 
I have used it with excellent effect in 1 patient with 
hyperemesis gravidarum—a woman in about the 
second or third month of pregnancy who had deval- 
oped such severe nausea and vomiting that the ob- 
stetricians threw up their hands and thought they 
were going to have to interrupt the pregnancy. With 
a few insulin treatments she was soon on the road to 
recovery. I mention that case as suggesting a pos- 
sible added use of the method. 

Dr. Kelley: Answering Dr. Suitt’s questions, I 
would like to begin with the physical concomitants 


FRIEDLAANDER PNEUMONIA—DAVIS AND OTHERS 


O74 


of anxiety, such as perspiration. These all appeared 
in soldiers within periods of time ranging from an 
hour and a half to eight months after the men had 
come out of combat. We found that the longer the 
duration of the anxiety, the less effect insulin had; 
the sooner this treatment was instigated, the better 
the results. The depressions, as far as we can find, 
are not helped too much; the psychoneurotic symp 
toms, to some degree, are. 

I agree with Dr. Hohman that insulin 
better in combat than it does on veterans or civilian 
patients. I think that this method of insulin treat 
ment is most useful in cases of acute anxiety. In 
patients who have had a long time to fix the anxiety, 
insulin is an adjuvant method of therapy which 
simply puts the person in good physiologic shape. 
I want to stress the point that it must be used in 
conjunction with other methods of therapy. 


worked 
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Until zecently the treatment of pneumonia 


due to the Friedlander bacillus (Klebsiella 
pneumoniae) was unsatisfactory, the 
ported mortality rate ranging between 71 
and 97 per cent”. Soon after streptomycin 
was first described in 1944 by Schatz, Bugie 
and Waksman”’, Heilman and his coworkers 
at the Mayo Clinic showed by in vitro tests 
that nine different strains of the Friedlander 
group ean be inhibited by this antibiotic” 
They found that 90 per cent of 69 mice 
inoculated intra-abdominally with this or- 
ganism and treated with streptomycin sur- 
vived, while all of 44 untreated controls died. 
Within the same vear Herrell and Nichols” 
reported the first clinical use of strentomy- 
cin against disease caused by the Fried- 
lander organism—2 cases of chronic pulmo- 
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nary suppuration. During 1946, 2 cases of 
acute Friedlander pneumonia treated with 
streptomycin were reported. 

Until October 9, 1947, 4 cases of Fried- 
liinder pneumonia complicated by bacteremia 
and successfully treated with streptomycin 
had been reported to the National Research 
Council’. Another case of this type is re- 
ported below. 


Case Report 


The vatient, a 16-year-old white schoolboy, 
was well until March 7, 1947, when he de- 
veloped malaise, headache, anorexia, fever, 
and cough productive of brownish sputum. 
Within the next few hours he experienced 
knife-like pain, aggravated by coughing, in 
the right anterior portion of the chest. On 
the following day a chill occurred, followed 
by vomiting and fever of 104 F. Examina- 
tion on that date revealed a pleural friction 
rub and diminished breath sounds beneath 
the right axilla. Sulfadiazine in doses of 1 
Gm. every four hours was started. 

When admitted to the hospital on March 
11, the patient was seen to be acutely ill, 
toxemie, and stuporous. Breathing was rapid 
and shallow, and the patient was complain- 
ing of pain in the right side of his chest. 
The pharynx was diffusely injected, and 
herpes labialis was present. The heart rate 
was rapvid, but no murmurs were heard. The 
blood pressure was 120 systolic, 80 diastolic. 
Examination of the chest revealed dullness 
to percussion, diminished breath sounds and 
increased tactile fremitus over the right 
lower lobe, and a loud pleural friction rub in 
the right axillary region. Inspiratory rales, 
both crepitant and moist, were heard over 
the entire anterior portion of the right lung. 

Laboratory studies after admission re- 
vealed a leukocyte count of 17,550, with 88 
per cent neutrophils (40 per cent non-seg- 
mented and 48 per cent segmented), 6 per 
cent lymphocytes, and 6 per cent monocytes. 
The hemoglobin was reported as 15.1 Gm. 
and the erythrocyte count as 4,900,000. Cul- 
ture of the sputum produced K. pneumoniae, 
diphthercids, and Candida. Blood culture 
was positive for K. pneumoniae. Nonprotein 
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nitrogen, sugar, carbon dioxide combining 
power, and chloride determinations on the 
blood gave normal results. The sulfadiazine 
blood level was 5 mg. per 100 cc. Urinalysis 
showed a specific gravity of 1.034, an acid 
reaction, a two-plus reaction for albumin, 
and a trace of sugar. Microscopic examina- 
tion was negative except for a few sulfadia- 
zine crystals. 

X-ray examination of the chest on admis- 
sion showed evidence of a small pleural ef- 
fusion on the right and heavy mottling in 
the right lower lobe. 

Immediately after admission intramuscu- 
lar injections of penicillin sodium, 40,000 
Oxford units at three-hour intervals, were 
begun, und sulfadiazine was continued in oral 
doses of 1 Gm. every four hours. On March 
13, as soon as the initial blood culture was 
reported positive for K. pneumoniae, peni- 
cillin and sulfadiazine were discontinued, 
and streptomycin was begun in doses of 400 
mg. administered intramuscularly at three- 
hour intervals. In addition, oxygen, parent- 
eral fluids, and symptomatic therapy were 
given. 

On March 138 the patient appeared cyanotic 
and more acutely ill than at any time pre- 
viously. On the following day, after twenty- 
four hours of streptomycin therapy. he ap- 
peared slightly less toxemic. The tempera- 
ture (fig. 1) was spiking in type, ranging 
between 99 and 103 F., with a daily after- 
noon rise. Penicillin therapy was resumed 
on March 15 because of the appearance of B 
hemolytic streptococci in the sputum. An 
x-ray of the chest made on March 20 showed 
a ground-glass appearance of the lower two 
thirds of the right lung. Blood cultures made 
on March 13, 16, 17, 18 and 21 continued 
to show on each date a pure culture of K. 
pneumoniae; cultures made after March 21 
were negative. By March 18 the leukocyte 
count had approached normal. 

On March 21 an erythematous maculo- 
papular eruption appeared on the face and 
neck and rapidly became generalized over 
the trunk; the superficial lymphatic glands 
were found to be enlarged. The patient was 
nauseated and restless, and appeared tox- 
emic; his temperature was 102 F. No aural 
or vestibular symptoms could be elicited. 

Streptomycin and penicillin therapy were 
discontinued immediately, and at the end of 
twenty-four hours the eruption had disap- 
peared, except for an area in each axilla 
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which persisted for several days. Patch tests 
using streptomycin produced d-mm. area 
of erythema after twenty-four hours; patch 
tests with penicillin and barbiturates (ad- 
insomnia) gave negative 
sults. An intradermal test using 4 mg. of 
streptomycin in 0.1 cc. of saline produced 

wheal with a 5-cm. area of erythema after 
twenty minutes; a 0.5-cm. area of erythema 
persisted after twenty-four hours. On 
25, 500 mg. of streptomycin was adminis- 
tered intramuscularly, and was followed two 
hours later by suffusion of the conjunctivae, 
a rise in temperature to 102.4 F., and the 
return cf an eruption similar to that of 
March 21. Streptomycin was again discon- 
tinued, and the eruption soon faded and the 
temperature subsided. A tourniquet test per- 
formed on March 29 was negative, and a 
platelet count on that date was 231,000. The 
prothrombin time was recorded as 25.6 sec- 


ministered for re- 


Mare h 


onds (against a control 26 seconds). 

After March 26 the patient’s temperature 
subsided, and recovery and convalescence 
were uneventful. He was discharged from the 
hospital on April An x-ray of the chest 
made ten days after discharge showed no 
abnormality other than a mild pleural thick- 
ening over the right lower lobe. He has re- 
mained well since. 

Discussion 


Bacteremia due to K. pneumoniae (Fried- 
gfe bacillus) can be successfully treated 
with streptomycin. The bacteremia in this 
case was apparently secondary to pneumonia. 


It is not known whether the pneumonia was 
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or an 


pneumonia 
which 
Friedlander 


Friedlander 
atypical (virus) pneumonia 
secondarily infected with the 
organism; the x-rays of the lungs were more 
suggestive of the latter type. The exact sus- 
ceptibility of the strain of Klebsiella to strep- 
tomycin is unknown, but most strains are 
known to respond initially to the drug. An 
uneradicated the 
blood stream, 
urinary infection 
other complications, 


a primary 
became 


souree for reinfection of 
such as may occur in a chronic 
with bladder paralysis or 


leads frequently to the 


rapid development of drug-fast strains of 
organisms™, 

Toxic manifestations did not affect the 
therapeutic efficacy of streptomycin. The 
toxic manifestations of fever, chill, malaise, 


confused with 
symptoms of recrudescence of the infection 
due to an organism which has developed 
drug-fastness. The disappearance ot the 
symptoms following withdrawal of the drug 
and their subsequent reproduction by the 
administration of a small test dose of 
tomycin proved that the symptoms were due 
to the antibiotic; the skin test confirmed this 


impression. 


and rash might readily be 


strep- 


Summary 
Streptomvein therapy was successful in 
the case of a patient with Friedlander pneu- 
monia complicated bacteremia. Toxic 
manifestations resulting from the adminis- 
tration of streptomycin did not decrease the 


efficacy of therapy. 


with 


a iwa. J. K.. Gillikin. ¢ NI Herndor E. G ind Harrell 

r.: Simple Laboratory Aids for the Control of Strepto 
mycin Therap) in General Practice Med. J. 40: 
141-153 (Feb.) 1947. 
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LOEFFLER’S SYNDROME 


Review of the English Literature and 
Report of a Case 


ELIAS S. FAISON, M.D. 
(CHARLOTTE 


Increasing attention has been paid in re- 
cent vears to transitory pulmonary infiltra- 
tion with eosinophilia, a condition which is 
referred to as Loeffler’s syndrome. We have 
recently observed a patient with symptoms 
and signs characteristic of this disease. The 
pulmonary changes revealed by x-ray exami- 
nation pointed toward the presence of atelec- 
tatic foci. These, in our opinion, constitute 
the explanation for the 
transitory nature of the pulmonary lesions. 


most reasonable 


Case Report 


A 46-year-old white housewife was admitted to the 
Mercy Hospital on March 15, 1945, complaining of 
general malaise, chills, and fever. The family and 
marital histories were non-contributory. As a child 
she had had the usual childhood diseases. At the 
age of 16 she was kept in bed for two weeks by an 
attack of meesles, and she stated that it was fully 
six weeks before she recovered completely. An 
appendectomy was performed in 1938, and in 1942 
several polyps were removed from the left nostril. 
The patient stated that in the past two years she 
had had more colds than previously; her family 
physician told her that they were due to hay fever. 

The present illness began in October, 1944, when 
she had repeated upper respiratory infections which 
she described as a “watery discharge from the nose.” 
No cough was connected with the attacks. Her 
family physician treated her with cold vaccine, which 
he administered hypodermically about twice a week. 
Gradually she became more languid. Anorexia de- 
veloped and she suffered from insomnia because of 
the respiratory difficulty. 
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On February 6, without apparent provocation, she 
had a chill followed by high temperature. She was 
given one of the sulfonamide drugs without improve- 
ment, and was confined to bed at home for thirty- 
seven days before her admission to the hospital. 

Examination revealed a somewhat pale, mal- 
nourished patient in no apparent respiratory dis- 
tress The pharynx was slightly hyperplastic and 
presented a mucopurulent exudate. No lymph nodes 
were palvable. The temperature was 101 F., pulse 
86, respiration 20. The blood pressure was 110 sys- 
tolic, 70 diastolic. The excursion of the thorax was 
apparently normal, and tactile fremitus was not 
increased. A few moist rales were heard throughout 
both lungs, but except for slight dullness to per- 
cussion over the right base there was nothing to 
suggest any consolidation. No other physical signs 
of consolidation developed throughout the entire 
course of her illness. Even though x-ray examina- 
tion (fig. 1) suggested areas of consolidation, phvysi- 
cal examination failed to confirm this impression. 
The spleen could not be palpated. 

Sulfathiazole was begun six days after admission 
to the hospital and was continued for two days. The 
patient was also given 420,000 units of penicillin 
but both drugs were without benefit. On several 
occasions the sputum and stool were examined for 
ova, parasites, and cysts. The sputum was cultured 
for fungi, and the first culture showed a moderate 
growth of the Friedlender bacillus. Two successive 
cultures showed hemolytic streptococcus, Strento- 
coccus viridans, Staphylococcus albus, and Fried- 
lender’s bacillus. Several specimens of the snutum 
examined for tubercle bacilli failed to reveal the or- 
ganism. The patch test for tuberculosis was nega- 
tive, and serum agglutination tests were negative. 
The Wassermann test was negative, the nonprotein 
nitrogen 44 mg. per 100 ce. of blood. 

Thirty-two days after the patient entered the hos- 
pital we realized that we were dealing with a case of 
Loeffler’s syndrome. Since this is believed to be an al- 
lergic phenomenon, an autogenous vaccine combining 
the Str. hemolyticus, Str. viridans and the Staph. al- 
bus was prepared. The Friedlender bacillus vaccine 
was prepared separately. Intradermal injections of 
both vaccines produced large, red, elevated wheals. It 
was then decided to combine the vaccines and give in- 
creasing doses every third day. Dr. William Sum- 
merville supervised this procedure. The dose was 
begun at 0.05 ec. on April 26 and was increased by 


PS ae tm ee ee oe ae hea Coe wae ee .O5 ec. every third day until 1 cc. was reached. The 
Mae 14. 1947. iis ae 7 vaccine was then doubled in strength and the same 
Table 1 
Dati Hiab amd. W.B.C. Neutro- Eosino- Baso Lumpho Mono- 
phils phils phils cutes cutes 
15-45 60% 3,260,000 13.300 51 33 11 5 1 unidentified cell 
3-30-45 606 3,870,000 14,200 50 33 15 Z 
1. 9-45 20,350 
1-16-45 60° 3,730,000 16,200 46 33 Ly 4 
1-20-45 60% 3,730,000 15,600 42 38 1 19 Platelet count—630,000 
24-45 49 34 I 12 4 Reticulocytes—7™% 
5- 2-45 65° 3,840,000 10,400 57 20 20 | 
b= 7-45 70% 4,170,000 12,500 50 PAE 19 3 
5-12-45 15% 3,950,000 15,800 37 38 23 2 
5-17-45 70% 3,980,000 20,400 a7 39 22 2 
5-25-45 70° 1,100,000 15,200 27 44 AR Z 
6-13-45 70% 3,600,000 7,700 39 22 1 34 4 
6-27-45 70% 4,830,000 9,300 39 20 1 36 
7-11-45 70° 4,240,000 11,000 55 15 1 24 5 
9-12-45 rol 4,550,000 8,900 4? 20 36 2 
10-26-45 90% 4,500,000 13,000 58 23 14 5 
11-13-45 85% 4,500,000 13,200 48 22 29 1 
1-16-46 15% 4,500,000 13,000 57 i 24 2 
2-12-46 70% 4,050,000 12,800 61 17 1 17 4 
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Serial chest films made before the autogenous vaccine was begun. 
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Fig. 3. Chest film made on the day the auto- 

genous vaccine was begun. 
schedule was followed until the 5 cc. vial was 
emptied. 

On the day following the initiation of the vaccine 
therapy, the temperature, which had been ranging 
from 98 to 102.8 F., began to decline (fig. 4). Ten 
days later it reached 99 F. and continued to run 
practically a normal course. The sedimentation rate, 
which was 35 mm. in an hour on March 30, rose to 
38 mm. on May 25, then fell to 17 mm. on June 27. 
By October 26, it was 14 mm. Blood counts made 


throughout the patient’s hospital stay and on return 


visits are shown in table 1. The eosinophil count* 
was still elevated—17 per cent—on February 12, 
1946. 


Causes Reported in the Literature 


Bass'!) in 1931 reported a case of “eosinophilic 
leukemia” in a child 8 years of age. Roentgenograms 
of the chest showed a sufficient number of general- 
ized speckled shadows throughout both lungs to sug- 
gest miliary infiltration. The total white cell count 
ranged from 26,000 to 47,000, and the eosinophils 
from 32 to 76 per cent. The patient gained 6% 
pounds while in the hospital, and his symptoms and 
signs disappeared entirely. Nine years later he was 
perfectly well. The transitory character of the dis- 
ease and the clinical signs and symptoms would 
strongly suggest that this case falls into the syn- 
drome which was later described by Loeffler. The his- 
tory of bronchial asthma mentioned in the case re- 
port also tends to support this assumption. 

In 1941 Bass reported 2 additional cases of “ex- 
treme eosinophilia and leucocytosis.’”’(?). It is difficult 
to classify these cases properly, since one patient 
died after leaving the hospital and the other one 


*Ditferential blood counts were made on four sis- 
ters and two brothers. One sister showed an eosino- 
philia (6 per cent), and the others were normal. 

1. Bass, M. H.: Eosinophilic Leukemia; Case in Child Aged 


8 Years, Am. J. Dis. Child. 41:1894-1402 (June) 1931. , 
2. Bass, M. H.: Extreme Eosinophilia and Leukocytosis; 


Unusual Clinical Syndrome of Unknown Origin Occurring 
in Childhood, Am. J. Dis. Child. 62:68-79 (July) 1941. 
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had no x-ray evidence of pulmonary infiltration. 
Neither case fulfills the criteria established by 
Loeffler, unless the one patient showing pulmonary 
mottling died from another cause. 

In 1932 Loeffler of Switzerland first reported 
transitory pulmonary infiltration associated with 
eosinophilia, and in 1936 he reported 51 cases which 
he had observed'!). He described the x-ray findings 
in the chest as consisting of variable infiltrations 
which may be unilateral, bilateral, large, small, 
single, multiple, homogeneous, or spotty. At times 
one or more lobes of both lungs may be involved. 
Ordinarily patients with this disease are not very 
ill. More than 60 per cent of Loeffler’s cases were 
without fever, and 25 per cent were discovered in- 
cidentally. Cough is usually, but not always, associ- 
ated with the syndrome. Sputum is usually scant or 
absent. The pleura may or may not be involved. 
Pleuritis with effusion is rare, and if it occurs the 
amount of fluid is small. Most of Loeffler’s cases 
terminated rather rapidly. 

Loeffler recognized that repeated x-ray examina- 
tions are necessary for a conclusive diagnosis. Serial 
films will show the transitory nature of the infiltra- 
tions, which may change within a period of time 
varying from a few days up to two weeks. He felt 
that the condition results from an allergic state, and 
he compared it with erythema nodosum. In his 
opinion the pulmonary shadows are probably due to 
cellular infiltrations. 

Soederling'®) presented 3 cases, one of which had 
an eosinophil count of only 4 per cent. All the pa- 
tients had an asthmatic history, and none were very 
ill. In one case there was a shifting pulmonary con- 
solidation which appeared first in the right side, 
then in the left. 

Weber’s patient'*) was a boy 10 years of age with 
a vasomotor rhinitis and an opacity in the lower 
lobe of the right lung. He was sick for two weeks 
and his temperature did not exceed 99 F. The pul- 
monary infiltration did not shift. The eosinophil 
count went to 13 per cent, and continued to be as 
high as 7 per cent two months after discharge from 
the hospital. The case was thought to be allergic 
in nature, and was classified by the author as a case 
of Loeffler’s syndrome. In our opinion, however, this 
case lacks the most essential criteria of Loeffler’s 
syndrome—shifting pulmonary infiltrations. Further- 
more, the eosinophilia did not exceed that frequent- 
ly encountered in allergic conditions not associated 
with Loeffler’s syndrome. 


Freund and Samuelson) reported the case of a 
woman 25 years of age with an eosinophil count as 
high as 22 per cent. The course of the illness was 
benign and lasted less than three weeks. The pulmo- 
nary infiltrations did not shift from the original 
site, which was in the middle of the left lower lobe. 
This patient had a history of asthma. The classifica- 
tion of this case as Loeffler’s syndrome is question- 
able, since no mention of shifting of the infiltration 
is made. 

Baer'®) reported a case of “transient pulmonary 
edema” in which the lesion was limited to the upper 
left lobe but became very spotty. The shadow did 
not shift to any new area. This patient had a history 


8. Sederling, B.: Transient Lung Consolidation in Asthmatic 
Children with Reference to Eosinophilia, Arch. Dis. Child- 
hood 14:22-31 (March) 1939. 

4. Weber, F. P.: Transient Pulmonary Infiltration with Blood 
Eosinophilia (Loeffler’s Syndrome), Brit. Child. Dis. 
86:15-17 (Jan.-March) 1939. 

5. Freund, R. and Samuelson, S.: 
the Lung with Eosinophilia (Loeffler’s Syndrome), 
Int. Med. 66:1215-1220 (Dec.) 1940. 

6. Baer, A.: Report of a Case of 
Edema (Loeffler’s Syndrome), Ohio 
961 (Oct.) 1941. 


Transitory Infiltration of 
Arch. 


Pulmonary 
87 :960- 
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Serial chest films made after the autogenous vaccine was begun. 


Fig. 4. 


of asthma, and the lesion was discovered on a routine 
X-ray examination, The eosinophil count was 25 per 
cent, but there was no fever, no leukocytosis, and no 
increase in the sedimentation rate. The discrepancy 
between the patient’s apparent health and _ the 
changing pulmonary lesions and high eosinophilia 
justifies in my opinion the diagnosis of Loeffler’s 
syndrome. 

Ryan‘? reported a case of Loeffler’s syndrome in 
a white femaie, aged 35, who had multiple lesions 
throughout both lungs and an eosinophil count as 
high as 34 per cent. The patient was confined to the 
hospital for a period of two weeks. Because of the 
severity of the chills and fever it was thought that 
27 :734 


7. Ryan, J. M.: Loeffler’s Syndrome, Minnesota Med. 


(Sept.) 1944. 





she probably had Hodgkins’ disease, and deep x-ray 
therapy was given over the lung fields. Several days 
after this treatment was instituted, the x-ray films 
showed clearing of the lesions throughout the left 
lung. Six years later the same patient had another 
attack of fever and chills, with eosinophil counts as 
high as 50 per cent. X-ray therapy was again given 
over both lung fields, with prompt disappearance of 
symptoms and of the lesions in the lungs. Within 
a month the eosinophil count had reached a normal 
level. Ryan stated that there was no allergic mani- 
festation connected with this case. 
Jones and Souders'’) reported the case of a 38. 
Infiltra 


Eosinophilic 
England 


New 


8, Jones, S. H. and Souders, C. K. 
tion of the Lungs (Loeffler’s Syndrome), 


J. Med. 231:356-358 (Sept. 7) 1944. 
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year-old Negress with eosinophil counts as high as 
18 per cent. This patient showed signs of asthma, 
and on occasions received ephedrine. The roentgen- 
ographic changes shown in their article are consist- 
ent with shifting infiltration. 

Hennell and Sussman”) presented 5 cases, all of 
which fulfilled the accepted criteria for Loeffler’s 
syndrome. One patient, a girl of 19, showed electro- 
cardiographic changes suggestive of myocardial 
damage; she died of myocardial failure. All 5 pa- 
tients gave a history or showed signs of bronchial 
asthma. 

Karan and Singer'!") reported 5 cases of pulmo- 
nary infiltrations which were mistaken for tuber- 
culosis. Two of these cases had an eosinophilia with 
transitory lung infiltrations, and were classified as 
cases of Loeftler’s syndrome. Both these patients 
gave a history of asthma. 

In Peabody’s case!!!) the eosinophil count went 
as high per cent, and was never lower than 
14 per cent. The pulmonary infiltrations were trans- 
itory and migratory in character, and involved both 
lungs. This patient had a history of asthma and was 
admitted to the hospital on three The 
marked changes demonstrated by x-ray were dis- 
ly out of proportion to the physical findings. 


as 63 


occasions. 


tinct 


Pirkle and Davin'!*) reported the case of a white 
housewife, 54 years of age, who was sick from 
August until May with eosinophil counts ranging 


as high as 33 per cent. The pulmonary infiltrations 
vere transitory, and in the beginning of the illness 
pleural effusion was present. There was no history 
or symptoms of asthma. The eosinophil count in this 
case decreased to 5 per cent after the clinical symp- 
toms and roentgenographic changes disappeared. 

Smith and Alexander'!*) in 1939 reported a case 
of shifting pulmonary infiltrations with eosinophilia 
in a white girl 7 years of age. The eosinophil count 
at one time was as high as 54 per cent. In addition, 
however, beta hemolytic streptocacci were cultured 
from the blood. The differential blood count changed, 
and in the terminal stage of the illness the lympho- 
cyte count varied from 91 to 100 per cent. The child 
expired, and an autopsy was performed by Dr. W. C. 
Merkel. A definite diagnosis could not be established, 
although leukemia and septicemia seemed to be 
most likely. The possibility that this was a case of 
Loeffler’s syndrome was questioned by a number of 
authors. 

J. H. Smith’s patient™4) was a woman aged 55 
who had shifting lung infiltrations and eosinophilia 
(as high as 69 per cent). There was a definite his- 
tory of asthma, and an “extensive series of allergy 
skin tests gave negative results for reactions to bac- 
teria related especially to the respiratory tract.” 

Serra'!®) reported the case of a 45-year-old white 
female who was observed over a period of thirty-two 
months. She had four separate attacks during this 
time, and later had another attack which continued 
for twenty-six months. The eosinophil count reached 
M. L.: The 
the Lungs, 


Features 
44; 


Roentgen 
Radiology 


and Sussman, 
Infiltrations in 


v Hennell, H., 
of Eosinophilic 
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Ann. Int. Med. 17:106-124 (July) 1942. 

1. Peabody, J. W.: Transitory Migratory Pulmonary Infil- 
trations Associated with Eosinophilia (Loeffler’s Syndrome), 
Dis. Chest. 10:391-406 (Sept.-Oct.) 1944, 

12. Pirkle, H. B. and Davin, J. R.: Loeffler’s Syndrome; 
rransient Pulmonary Infiltrations with Blood Eosinophilia, 
Am. Rev. Tuberc, 50:48-51 (July) 1944, 
Smith, D. C. W., and Alexander, A. J.: 
Infiltrations Associated with Eosinophilia. (Loeffier’s Syn- 
drome), South. M. J. 32:267-273 (March) 1939. 
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a level of 74 per cent. The patient had hives and 
eczema. 

Gottdiener'!") reported 2 cases occurring in sol- 
diers overseas. One patient, an asthmatic, had an 
eosinophil count of 11 per cent and was ill on two 
occasions with infiltrations in ditferent lungs. The 
second patient showed only a small infiltration in 
the right upper lobe which subsided in two days; 
the eosinophil count was only 8 per cent. This case 
cannot be accepted as one of Loeffler’s syndrome. 

Slowey'!*) reminded us that trichinosis should be 
considered in the ditferential diagnosis of Loeitfler’s 
syndrome. He presented one case in which there was 
transitory lung infiltration with eosinophil counts 
as high as 34 per cent. Trichinae were iound on bi- 
opsy of the deltoid muscle. There was no history or 
symptoms of asthma in this case. 

Hoff and Hicks''5) reported a case of transient 
infiltrations and eosinophilia (as high as 41 per 
cent) in a white female aged 40. Endamoeba histo- 
lytica was found in the stools but not in the lung. 
Under emetine therapy, the lung infiltrations and 
eosinophilia disappeared. These authors believe that 
the amebae furnished the allergens which caused 
the symptoms. 

J. Edward Berk) called attention to the fact 
that patients infested with Necator americanus or 


Strongyloides may have transitory pulmonary in- 
filtrations. 
Engle reported an epidemic of transitory lung 


infiltrations in China during May and June, when 
the privet is in flower'!®), On two occasions he him- 
self developed similar symptoms, with an eosinophil 
count of 20 to 25 per cent and roentgenographic 
evidence of massive pulmonary infiltrations. The 
pulmonary consolidations disappeared within twenty- 
four hours on the first attack and within six days 
on the second. 

Alpher'“") reported 2 cases of Loeffler’s syndrome. 
The first was in an asthmatic patient, who had two 
attacks. The second patient was known to have 
hay fever, and it was thought that the infiltration 
in the lung was due to sensitivity to the ragweed 
pollen. 

Bayley, Lindberg and Baggenstoss'-!) reported a 
case of Loeffler’s syndrome in which the lungs were 
examined at autopsy. The most striking features 
were the predominance of eosinophilic leukocytes in 
the pulmonary exudate, the advanced organization 
of this exudate, the granulomatous focal lesions, and 
the presence of marked vascular lesions. Hyper- 
trophy of the media and thickening of the intiina 
resulted in a decrease in the vascuiar lumen. The 
small arteries were necrotized and contained arteri- 
oliths, suggesting a relation to periarteritis nodosa. 


Diagnosis 


The findings essential to a diagnosis of 
Loeffler’s syndrome are (1) shifting pulmo- 


16. Gottdiener, E. E.: Diagnosis of Loeffler’s Syndrome; 
Transient Lung Infiltration with Eosinophilia, New York 
State J. Med. 45:2179-82 (Oct. 15) 1945. 


17. Slowey, J. F.: A Case of Transient Successive Pulmonary 


Infiltration (Loeffler’s Syndrome) Associated with Trichi- 
niasis, Ann. Int. Med, 21:130-135 (July) 1944. 

1x. Holf, A., and Hicks, H. M.: Transient Pulmonary Infiltra 
tions; a Case with Eosinophilia (Loeffler’s Syndrome) 
Associated with Amoebiasis, Am. Rey. Tuberc. 45:194-199 
(Feb.) 1942. 

19. Berk, J. E.: Transitory Pulmonary Infiltrations, Letter 
to the Editor, J.A.M.A. 127:354 (Feb. 10) 1945. 

20. Alpher, I. M.: Loeffler’s Syndrome: Report of 2 Cases, 
1 with Recurrent Features, and 1 Associated with Hay 
Fever, J. Allergy 18:47-50 (Jan.) 1947. 
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nary infiltrations demonstrable roentgeno- 
graphically but producing few, if any, physi- 
cal signs; (2) eosinophilia. Fever, malaise, 
pleuritis, productive or non-productive cough 
and allergic phenomena, especially bronchial 
asthma, may or may not be present. 

3ecnuse of the absence of what we con- 
sider to be obligatory findings a certain num- 
ber of reported cases cannot definitely be 
accepted or classified as belonging to Loef- 
fler’s syndrome. We particularly refer to 
the 2 cases reported by Bass, the 2 reported 
by Sdéderling, and the single cases reported 
by Weber, Freund and Samuelson, Smith 
and Alexander, and Gottdiener. In evaluat- 
ing these reports, however, it should be taken 
into consideration that repeated x-ray 
studies, which would reveal a shifting char- 
acter of the infiltrations, may not have been 
made. Thus in reality some of these cases 
may rightfully classified as 
Loeffler’s syndrome. 

In the differential diagnosis the following 
conditions should be considered: (a) pulmo- 
nary infiltrations without eosinophilia (virus 
pneumonia, tuberculosis, and metastatic ma- 
lignancy); (b) pulmonary infiltrations with 
eosinophilia (trichinosis, amebiasis, ascari- 
asis, and other parasitic infestations). 


belong to be 


Virus pneumonia may resemble Loeffler’s 
syndrome more closely than any other condi- 
tion mentioned. Not only is there a close 
similarity in the pulmonary changes demon- 
strated by x-ray examination, but there is 
also, in both conditions, a striking dispropor- 
tion between the physical and x-ray findings. 
-atients with virus pneumonia, however, do 
not have eosinophilia, and the x-ray densities 
ordinarily do not shift. 


Pathogenesis 


Little is known concerning the pathologic 
basis of Loeffler’s syndrome. There has been 
some speculation as to whether the densities 
seen on chest films are due to intra-alveolar 
infiltration (bronchopneumonia) or to inter- 
stitial infiltration. Von Meyenburg of Switz- 
erland reported 4 cases of Loeffler’s syn- 
drome in which actual bronchopneumonia 
was found at autopsy. The author stated, 
however, that no explanation for the transi- 
tory character of the lung lesions could be 
given. Meyenburg’s observations proved for 
the first time that the lesions in Loeffler’s 
syndrome are actual areas of bronchopneu- 
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monia rather than anaphylactic edema or in- 
terstitia! pneumonia, as has been assumed 
by others. 

The number of postmortem examinations, 
however, is too limited for final conclusions 
to be drawn. It is my opinion that the most 
plausible explanation for the transitory na- 
ture of the roentgen densities is that they are 
This explanation would 


due to atelectases. 


not contradict von Meyenburg’s findings, 
since any area of atelectasis may result in 
bronchopneumonia. A review of the x-ray 
films of our case appears to substantiate this 
theory. A definite shift of the mediastinum, 


as well as narrowing of the intercostal 
spaces, can be observed. It is not unlikely 


that these atelectatic foci are due to obstruc- 
tion of bronchi by excessive mucous secre- 
tion. This theory is borne out by the fact 
that many patients with Loeffler’s syndrome 
gave a history of bronchial asthma. 
Bayley and others!) have recently 
scribed the clinical course and autopsy find- 
and 


de- 


ings in a case of Loeffler’s syndrome 
have stated that the pulmonary lesions are 
not transitory in all cases. It is apparent 
that the lesions which these authors de- 
scribed in their case are inconsistent with 
the shifting nature of the x-ray densities 
which is so characteristic of the vast ma- 
jority of cases of Loeffler’s syndrome. The 
question therefore arises whether the granu- 
lomas, vascular and 
served in this instance can be regarded as 
the specific pathologic basis for Loeffler’s 
reasonable to assume that 


lesions, exudates ob- 


svndrome. It is 
the changes observed were, as Bayley and his 
co-authors implied, the result of an allergic 
reaction. They serve to establish the rela- 
tionship of Loeffler’s syndrome to bronchial 
asthma and other allergic conditions such as 
periarteritis. It is our opinion, however, that 
lesions of this type are rare in Loeffler’s syn- 
drome, inasmuch as they are incompatible 
with the characteristic rapidly changing x- 
ray densities. We therefore feel that the 
findings in Bayley’s case do not contradict 
our assumption that atelectases are the most 
significant clinical diagnostic factor. 
Summary 

A typical case of Loeffler’s syndrome 
which has been observed for twelve months 
is reported. The eosinophilia still continues 
after an absence of symptoms for eleven 
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months, and the eosinophil count ranges 
from _.15 to 23 per cent. It is emphasized 
that the x-ray changes observed are not in 
proportion to the physical findings. 

There is considerable confusion in the lit- 
erature regarding the pathogenesis of Loef- 
fler’s syndrome. We believe that the pulmo- 
nary densities are actually due to atelectases, 
which may possibly be followed by foci of 
bronchopneumonia. 

A review of the English literature reveals 
that out of 16 cases accepted as Loeffler’s 
syndrome, 14 had asthma or a history of 
asthma, and 1 had urticaria. It is therefore 
believed that the condition is hvperergic in 
nature. 


ACUTE PRIMARY ILEO-ILEAL 
INTUSSUSCEPTION IN AN ADULT 


Report of a Case 
S. H. WILLIAMS, JR., M.D. 
WASHINGTON 


Acute intussusception is primarily a dis- 
ease of infants and young children. Approxi- 
mately 90 per cent of all reported cases have 
occurred in children below the age of 5 vears, 
and 50 per cent have occurred during the 
first year of life. 

Intussusception in children is usually ex- 
plained by the fact that the mucosal folds of 
the intestine are excessively developed and 
studded with lymphoid follicles. When this 
condition is coupled with hyperperistalsis, 
the anatomic basis for intussusception 1s 
provided”, 

In adults, this 
factors does not occur, and for this reason 
primary intussusception is quite rare. The 
usual cause of intussusception in adults is a 
tumor within the intestinal lumen, a Meckel’s 
diverticulum, or the vermiform appendix. 
Newton and Botsford” reported only 5 cases 


however, combination of 


of intussusception occurring in adults at the 
Peter Bent Brigham Hospital between 1913 
and 1940; of these, only one was considered 
primary. Whatever the cause of intussus- 
ception in an adult, it rarely presents the 


From the Surgical Service of the Tayvloe Hospital, Wash- 
ington, North Carolina. 


1. Hinton, J. W.: Acute Primary Intussusception in the 
Adult, Ann. Surg. 84:100-103 (July) 1926. ’ 
2, Botsford, T. W. and Newton, F. C.: Intussusception in 


an Adult Due to Submucous Lipoma of the Heum, Surgery 
1941. 


10:265-269 (August) 
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classical picture seen in children. 

A ease of acute ileo-ileal intussusception 
in an adult, with no demonstrable etiologic 
agent, is reported below. 


Report of Case 


A white married woman, aged 22, entered 
the Tayloe Hospital on June 13, 1947, at 
5:15 p.m., complaining of severe lower ab- 
dominal pain of approximately twelve hours’ 
duration. The patient stated that she was 
awakened about 5 a.m. on the day of admis- 
sion by rather severe pain in the lower ab- 
domen, accompanied by nausea and vomit- 
ing. The pain increased in severity until 
about 9 a.m., at which time she was seen by 
her family physician. A flat plate of her 
abdomen was made and suggested the pos- 
sibility of a small ureteral calculus. She was 
given a hypodermic of morphine and ad- 
vised that if the pain persisted she should 
enter the hospital. 

She stated that shortly after the onset of 
her pain she noticed a mass in her lower 
abdomen which had increased only slightly 
in size since then. She had had a normal 
bowel movement the night before the onset 
of her symptoms, and gave no history of 
constipation or abdominal pain in the past. 
There were no genito-urinary symptoms. 
Her last menstrual period began on June 8 
and stopped the day before admission. She 
stated, however, that she did menstruate 
slightly after leaving the doctor’s office on 
the morning of admission. 

The hypodermic gave some relief, but 
since the pain returned in a few hours, she 
entered the hospital for further examina- 
tion. At this time the pain was less severe 
but she said that the entire lower abdomen 
was extremely sore. 

Physical 
vealed a young white woman who appeared 
quite ill and who was apparently suffering 
with rather intense lower abdominal pain. 
She was pale, and the skin was cold. Some 
degree of shock appeared to be present, al- 
though her blood pressure was 120 systolic, 
70 diastolic. The pulse was 88, the tempera- 
ture 100 F. Examination of the nose and 
throat was negative, and the heart and lungs 
were entirely normal. Examination of the 
abdomen revealed a tumor mass which ex- 
tended from the pelvis almost to the umbili- 


examination on admission re- 
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cus. This mass was smooth in outline, slight- 
ly movable, and quite tender. On_ pelvic 
examination the uterus could not be _ pal- 
pated, but a mass could be felt which ap- 
peared to arise from some pelvic organ. Any 
motion of the cervix caused exquisite tender- 
ness. 

The white blood cell count was 18,200, the 
red cell count 3,550,000, the hemoglobin 
(Sahli) 79 per cent. A catheterized speci- 
men of urine was negative. 

A diagnosis of probable twisted ovarian 
cyst was made, and laparotomy was advised. 
The operation was performed under nitrous 
oxide, oxygen, and ether anesthesia. When 
the peritoneal cavity was opened, a consid- 
erable amount of straw-colored fluid escaped. 
Immediately visible was an enormously dis- 
tended loop of intestine which had lost its 
normal luster. This loop was delivered 
through the incision and was found to be 
lower ileum, which was invaginated upon 
itself for a distance of approximately 18 
inches. This invagination had _ occurred 
about 12 inches from the ileocecal valve. By 
gentle pressure the intussusception was re- 
duced with some difficulty. The bowel. which 
first appeared quite dusky, immediately re- 
gained its normal color upon the application 
of warm towels. The involved segment of 
bowel was inspected closely for any tumor 
mass, but none was demonstrable. There 
were no abnormal glands in the mesentery, 
and no evidence of a Meckel’s diverticulum. 
Since no other surgery was indicated, the 
abdomen was closed. 

The patient’s postoperative 
much smoother than had been anticipated. 
There was no postoperative distention or 
vomiting, and she was allowed out of bed 
the day after operation and discharged on 
the sixth postoperative day. 

When she was seen in the outpatient de- 
partment two weeks after her discharge, she 
had no complaints and apparently had com- 
pletely recovered. 


course Was 


Summary 


An acute ileo-ileal intussusception occur- 
ring in a young woman is reported. It was 
apparently primary in nature, since no path- 
ologic lesion was demonstrable at the site of 
the intussusception. 





MATERNAL WELFARE SECTION 177 


Maternal Welfare Section 
CASE REPORTS FROM THE MATERNAL 
WELFARE RECORDS 


The Responsibility of the Hospital 


The responsibility of an institution for the 
quality of the care received by its patients 
is widely reeognized. The American College 
of Surgeons and the Council on Medical Ed- 
ucation and Hospitals of the American Med- 
ical Association are standardizing agencies 
which are organized primarily to see that 
the hospitals meet this responsibility. 

A review of the maternal deaths which 
have occurred in North Carolina during the 
past year shows that our hospitals have a 
creditable record for care of obstetric pa- 
tients. Two major deficiencies exist, how- 
ever. One is the difficulty of obtaining and 
administering whole blood to the patient who 
suffers from blood loss. The second deficiency 
is that it is often difficult to arrange for the 
surgical treatment of an _ intra-abdominal 
emergency during the usual hours of sched- 
uled work. Errors in judgment on the part 
of the operating room supervisor may easily 
have fatal consequences in such cases. 

A record recently reviewed by the Ma- 
ternal Welfare Committee illustrates clearly 
the importance of each defect in causing an 
unnecessary maternal death. 


Case Report—N.C.M.W.C. 222 

A married colored woman, 22 years of age, was 
referred to a small North Carolina hospital on June 
26, 1947, complaining of mild to moderate vaginal 
bleeding of three weeks’ duration. She also had 
noticed mild lower abdominal pain. Her menstrual 
periods had been regular prior to the onset of the 
continuous bleeding, and she had _ not 
period. 


missed a 


The general examination revealed an obese young 
colored woman who was not acutely ill. Her blood 
pressure was 140 systolic, 90 diastolic, and no sveci- 
fic physical abnormalities could be determined. Pelvic 
examination was unsatisfactory because of her 
obesity, but revealed no unusual findings. Laboratery 
examinations of the blood and urine were normal. 

Her physician listed incomplete abortion, ectonic 
pregnancy, and submucous fibroid tumor as possible 
diagnoses. She was observed for forty-eight hours; 
on June 28, a dilatation and curettage was done. A 
moderate amount of endometrial tissue was obtained 


*Prepared by the Maternal Welfare Committee of 
the Medical Society of the State of North Carolina: 
Frank R. Lock, M.D., J.S. Hunt, M.D. 
Chairman T. L. Lee, M.D. 
J. Street Brewer, M.D. Ivan Procter, M.D. 
G. M. Cooper, M.D. R. A. Ross, M.D. 
E. W. Franklin, M.D. R. A. White, M.D. 
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MATERNAL DEATHS IN 
NORTH CAROLINA 


SINCE AUGUST 1, 1947 


for pathologic examination. The pelvic examination 
under anesthesia was inconclusive, but submucous 
fibroid tumor was ruled out as a cause for her 
bleeding. 

On the morning of July 1, she complained of the 
sudden onset of very sharp, severe pain in the left 
lower quadrant of the abdomen. A diagnosis of 
ectopic pregnancy, with rupture of the fallopian 
tube and intra-abdominal hemorrhage, was made im- 
mediately. Since the operating room was busy with 
regularly scheduled work, operation was postponed 
until 1:35 p.m. By this time her blood pressure was 
not obtainable, and she was in profound shock. Blood 
plasma was administered continuously during the 
operation. A salpingectomy was done rapidly under 
general anesthesia and completed at 2:15 p.m. 

Following the operation, the patient received 650 
ec. of whole blood by transfusion. Blood, blood plas- 
ma, or fluids were given intravenously each day dur- 
ing the remaining five days of her life. The patient 
also received 20,000 to 40,000 units of penicillin 
every four hours during the postoperative period. 
She never regained her mental facilities, however, 
and her course was progressively down hill. Her 
temperature rose gradually and she died on July 6. 

The condition of the patient’s abdomen was satis- 
factory during the terminal period of her illness, 
and her physician recognized that death was due to 
irreversible shock or to irreparable cerebral damage 
occurring during the prolonged period of profound 


shock. 
Discussion 

The diagnosis of an ectopic pregnancy may 
be one of the most difficult in medical prac- 
tice. An unruptured ectopic pregnancy may 
be impossible to diagnose, particularly in the 
presence of obesity. The conservative man- 
agement of this case pending an accurate 
diagnosis was fully justified. The patient’s 
life would have been saved easily if blood in 
large quantities had been available for im- 
mediate administration when rupture of the 
ectopic pregnancy occurred, and if an opera- 
tion to control the bleeding had been per- 
formed quickly. 

Instead, a delay of hours occurred, because 
of the crowded operating room schedule, and 
she received her first blood transfusion hours 
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after the intra-abdominal bleeding began. 

It has been noted that 47 of the first 175 
consecutive maternal deaths studied by the 
Maternal Welfare Committee resulted di- 
rectly from hemorrhage. Thirty-six of these 
patients received no blood transfusions. Not 
one of the 11 who were given a transfusion 
received a quantity sufficient to replace the 
blood which was lost. The Committee will 
discuss this serious problem fully in the near 
future. 

The importance of the use of sound judg- 
ment by the personnel of our hospitals in the 
are of emergencies is illustrated by this 
record. The record does not represent a 
unique case. The operating room supervisor 
and the regular surgical staff are greatly in- 
convenienced when an emergency operation 
must be performed during the hours of reg- 
ularly scheduled work. It must be recognized, 
however, that a life may be lost unnecessarily 
if a delay occurs in the care of the bleeding 
patient. Our hospital administrators and op- 
erating room supervisors have the chief re- 
sponsibility in solving this problem. 





Psychiatry has no scientific test for fraud. It can- 
not differentiate the malingerer from the psycho- 
neurotic person by an objective method nor ean it 
quantitatively assess the degree of conscious exag- 
geration of symptoms by one who is troubled with 
a functional disability. And yet, in dealing with large 
groups of men, moral virtues and defections become 
obvious. In the unscientific past, . . . the realm of 
the diseased psyche was unexplored and abnormali- 
ties of behaviour were explained solely on moral 
bases. Now it would appear that the pendulum of 
psychiatric opinion has swung too far in the direc- 
tion of man, the biologic automaton, and that psychi- 
atric terminology has been perverted to uses in the 
field of ethics so that man can neither be cowardly 
nor weak and so never can be enduring or courage- 
ous.—Alexander R. MacLean: “No Disease,” Canad. 
M. Assoc. J. 56:324 (March) 1947. 
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THUMBNAIL SKETCHES 
OF EMINENT PHYSICIANS 


JOSIAH C. TRENT, M.D., F.A.C.S., Editor 
DURHAM 


OBSTETRICS AND GYNECOLOGY 
IN AMERICA 
XII 
THE TWENTIETH CENTURY 

In reading this series of “Thumbnail 
Sketches” of the men who have made dis- 
tinct contributions to obstetrics and gyne- 
cology in this country, one is impressed by 
the tenacity, purposefulness, ingenuity, and 
intellectual ruggedness of these leaders. It is 
reassuring to find these qualities in equal 
degree and far more widespread among the 
workers of this century. The day of the 
giants is not over; perhaps the giant is more 
commonplace. The change has been in plac- 
ing emvhasis on a department, a system, or 
a group, rather than on an individual. How 
else could such a man as the late J. Whitridge 
Williams have seen thirteen of his students 
made heads of departments in various medi- 
cal schools during his lifetime? The Sloane 
Maternity, the Women’s Hospital and the 
Lving-In in New York, the Chicago Lying-In, 
Boston Lying-In, Pennsylvania Lying-In, and 
many other institutions have gained renown 
as much for the products of their training 
as for the men who gave the training. The 
wisdom of combining obstetrics and gyne- 
cology has become manifest; the combination 
has brought about flexibility of teaching, a 
saving of curriculum and man hours, and, 
most important, the placing of proper em- 
phasis on the sick or pregnant woman and 
on the necessity of restoring her to a norma! 
anatomic and physiologic state. 

Nowhere has the combined effert been 
more productive than in the painstaking 
work of Smith, who, by “opening” the pitui- 
tary, aided Engel, Evans, Allen, Doisy, Pratt, 
Collip, and many others to advance female 
sex endocrinology. The side effects, direct 
and indirect benefits, are just beginning to 
be realized. This newest approach to ther- 
apy wil! eliminate some of the procedures, 
operations, and modes of treatment that 
brought fame to our professional forebears. 
The anatomic school accepted the bacteriolo- 
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gist and pathologist and made modifications. 
The physiologists pointed to their approach 
and were later joined by the biologic chem- 
ists; these groups have elaborated the endo- 
crine asvects. The twentieth-century special- 
ists have the advantage of the combined 
knowledge of all the sciences. The next nat- 
ural addition is psychosomatic medicine. All 
of these complicating factors make the 
simple problem of the “Thumbnail” pre- 
cursors, “to operate or not to operate,” an 
enviable one. 

Much work has been done in the hope of 
finding obstetric anesthetic and analgesic 
agents that meet the rigid requirements of 
availability, ease of administration, and lack 
of harmful after-effects to the mother or 
ill effects to the newborn. The pediatricians 
and physiologists have joined-in the study. 
The ideal «gent has not yet been found. 
Gwathmey and Davis with rectal ether, Kane 
with paraldehyde, Pitkin and Cosgrove with 
spinal anesthesia, and more recently Hing- 
son with continuous caudal anesthesia have 
followed the “twilight sleep” era which had 
and has its strongest advocates at Barnes 
Hospital in St. Louis. 

New obstetric forceps have been perfected, 
but they have been for a special purpose, as 
the Piper forceps for the aftercoming head 
and the Barton forceps for rotation of the 
head. The practice of routine version and 
extraction has had advocates, led by an ex- 
cellent obstetrician, Potter of Buffalo. This 
is nothing new, however: a notorious Mr. 
Figg in England used such a method over a 
century ago, but infection unhorsed him. 
Hirst, Cooke, De Lee, and more recently 
Waters have tried modifications of the old 
extraperitoneal cesarean section. It is now 
a helpful recourse in complicated obstetrics. 
X-ray pelvimetry has ceased to be an excuse 
for cesarean section; by the suggestion of 
Toms, Caldwell, Malloy, D’Sopo, and Torpin, 
the course of labor can be fairly well pre- 
dicted. 

Kven before the discovery of the efficient 
chemotherapeutic agents, there was a tend- 
ency toward more extensive surgery, espe- 
cially in genital malignancy. These new 
drugs are an aid, not by permitting careless 
and injudicious operation, but by allowing 
more latitude in the application of curative 
measures. 

Early in the century there was great opti- 
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mism regarding radium and x-ray in the 
treatment of genital cancer. Kelly, Clarke, 
the Memorial Hospital, Schmitz, and others 
made encouraging reports. The x-ray has 
increased in volts from thousands to mil- 
lions, varied modes of exposure and treat- 
ment have been devised, and radium has been 
used in all types of screening, application, 
and treatment; yet the salvage rate in this 
specialty remains about 30 per cent. It is 
the consensus of opinion that within a spe- 
cialty there should be one member who is 
responsible for the diagnosis and treatment 
of malignancy. It is well known that certain 
tissues are radio-sensitive and others are 
not. In the latter category and in early 
malignancy there is a place for surgery. 
Recently, led by Meigs, there has been a 
wider application of the radical operations 
of Wertheim, Bonney, and Taussig. The 
solution of pelvic malignancy is not yet at 
hand. 

As a helpful screen, like the routine micro- 
film of the chest for tuberculosis, the routine 
cytologic study of vaginal smears for de- 
tecting early uterine and vaginal malignancy 
has been developed by Papanicolaou and 
Traut. The stained cells are also an index to 
ovarian activity and possible pregnancy. The 
most unattractive feature of this method has 
been, as is often true, the associated lay pub- 
licity. The method has real merit. 

Another scientific finding that has been 
seized on by the lay press and that has 
caused concern in the female patient—con- 
cern which of course has been passed on to 
the doctor—is the discovery of the Rh factor. 
Actually its chief application is in the pre- 
vention of transfusion reactions; but every 
miscarriage and stillbirth is, in the patient’s 
mind, apt to be intimately tied up with Rh 
negativity. Time is needed to evaluate what 
is known and what can be done. 

In summary, the problems in obstetrics 
and gynecology remain the same, and the 
solutions cannot be translated in terms of 
medical care alone. Infection has been less- 
ened; the toxemias of pregnancy can be pre- 
vented; and obstetric hemorrhage can be 
anticipated and adequately treated if the 
patient is under a doctor’s care. The only 
known cure for malignancy is early diagno- 
sis and immediate treatment. In many ways 
this century is more fortunate than the last: 
the profession is more medically articulate, 
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and, in spite of the “horse and buggy” halo, 
equally altruistic; there are an enlightened 
populace, receptive law-makers, and inter- 
ested philanthropists, who are anxious to see 
that the healthy foundation of the pioneers, 
the painstaking work of the medical artisans, 
and the imagination of the scientific thinker 
are translated in terms of lowered maternal 
and fetal mortality and of well adjusted 


women. 
—RoBERT A. Ross, M.D. 
Durham, North Carolina 





Specialty boards and family practice—Some con- 
cern has been expressed over the great increase in 
physicians who are taking board examinations be- 
cause it is feared that soon there may be too many 
specialists. Here again, it would seem that we may 
safely depend on the law of supply and demand. 
Certainly the desire to acquire additional prepara- 
tion and facility in a branch of medicine is to be 
encouraged, rather than condemned; the public will 
gain in better quality of service. There is, however, 
complaint from many patients, that the young doc- 
tor having passed his board, now feels that he is 
relieved of all obligation to care for his patients in 
their homes when they are unable to come to. him. 
While the younger physician must conserve his 
time and strength if he is to continue to grow in 
medicine, he should not forget that the greatest 
gratification in the practice of medicine is the close 
natient-physician relationship of the familv doctor. 
He will do well not to allow a false estimate of his 
own dignity, nor too much solicitude for his own 
convenience, or for financial gain, to rob him of 
this iewel among the rewards of medicine. He 
should not assume that by improving his qualifica- 
tions for the practice of medicine, he has disquali- 
fied himself as familv advisor and friend. His ex- 
periente will be greatly enriched by his observation 
of even minor illnesses in the home. The better 
prepared phvsician of the future will still retain 
the ideals of medicine; the family doctor will not 
have passed—he will have improved.—Ernest F. 
Trons: Medicine and Education, Ann. Int. Med. 25: 


235 (August) 1946. 








The growth of both specialization and organiza- 
tion restricts freedoms formerly enjoyed by many 
individuals. Svecialization does this less than organ- 
ization but the two cannot be wholly dissociated. 
The reluctance of intelligent individuals to lose lib- 
erties which they previously enjoyed is not moti- 
vated entirely by personal reasons. The latter are 
not to be ignored, but it is also true that good so- 
cial reasons exist for keeping as much individual 
freedom as possible in our social order. A good so- 
ciety requires good individuals, and an atmosphere 
of freedom is needed for the highest development 
of personality and character. Furthermore, scien- 
tific progress was made possible only because of so- 
cial movements for greater individual liberty. If we 
are to have continued development of scientific medi- 
cine, the freedom of physicians must be respected 
within as wide limits as possible—Evan W. Thomas: 
The Increasing Complexities of Medical Care, New 


York Medicine 3:22 (June 5) 1947, 
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.DR. FRANK ALEXANDER SHARPE 


“Death loves a shining mark.” The truth 
of this adage seemed to be borne out by the 
Home-going of Dr. Frank A. Sharpe, presi- 
dent of the Medical Society of the State of 
North Carolina, on November 21. It is hard 
for his friends to realize that he has gone. 
He always appeared so full of energy that 
it was impossible to associate him with the 
thought of illness. No doubt he would have 
chosen to go as he did, at the completion of 
a full day’s work: but the tragic suddenness 
of his death left his family and his friends 
dazed. 

Frank Sharpe had taken up the duties of 
his office as president of the State Society 
with his characteristic whole-hearted enthu- 
siasm. Even before being installed as presi- 
dent, he had sought a personal interview with 
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Mr. Richards Tufts, owner of the Carolina 
Hotel at Pinehurst, and had made arrange- 
ments for the 1948 meeting of our Society 
to be held there''?. | 

In the passing of Frank Sharpe, the medi- 
cal profession of North Carolina has lost 
more than his leadership as president of the 
State Society. His high ideals, his profes- 
sional ability, his unswerving loyalty to his 
friends, and his great personal magnetism 
will be sorely missed in the years to come. 

Although his funeral services were held on 
a dreary, rainy Sunday afternoon, the large 
auditorium of the First Presbyterian Church 
in Greensboro was filled to overflowing by 
his patients and his friends, both doctors and 
laymen. No greater tribute could have been 
paid to any man than the simple statement 
of one of his patients: “He meant so much 
to so many people that I wish I could have 
gone in his place.” 


1. Our State Medical Society and Pinehurst. Editorial North 
Carolina M, J. 8:374 (June) 1947. 


PRESIDENT JAMES F. ROBERTSON 


In accordance with the By-Laws of our 
State Society, the vacancy left by the pass- 
ing of President Frank Sharpe has been filled 
by the president-elect, Dr. James F. Robert- 
son of Wilmington. Our Society is fortunate 
in having one so well qualified to hold the 
position of leadership for the next year and 
a half. 

It is an interesting coincidence that Dr. 
Robertson was born in Virginia, and that he 
was elected at the only meeting of the Medi- 
cal Society of North Carolina ever held in 
Virginia. Like many other Virginians, how- 
ever, Dr. Robertson—or his parents—chose 
to live in North Carolina. He was brought up 
in Charlotte; obtained his medical degree 
from the University of Pennsylvania; and, 
except for time out to participate in the first 
World War, has practiced general surgery in 
Wilmington all his professional life. 

To President Robertson the NORTH CARO- 
LINA MEDICAL JOURNAL pledges its full sup- 
port. Though he has had only slightly more 
than half the usual time to prepare for the 
duties of the presidency, his friends are con- 


fident of his ability to do the job well. 
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THE WOMANPOWER SHORTAGE 
When Henry Wallace’s book prophesying 
postwar jobs for sixty million people was 
published, it provoked various reactions. The 
was mild amusement. Few 
employment would be main- 
for long 


most frequent 
thought that 
tained at such a saturation point 
after the war. Now, however, some are ex- 
pressing coucern over the apparently hope- 
less task of getting enough manpower for 
the work that needs to be done. 

The word “‘manpower” includes, of course, 
female as well as male workers. A little re- 
flection, in fact, leads one to wonder if 
women are not needed more than men; or, 
to be literal, if there is not a greater short- 
age of womanpower than of manpower. Most 
of our teachers are women, and the public 
schools are crying for capable young’ women 
to fill the vacancies in their sadly depleted 
faculties. If there is an even 
greater need for womanpower in the nurs- 
ing profession. 

It seems only yesterday that the supply 
of nurses was so plentiful that they were 
being used as hostesses on passenger planes. 
was so highly es- 


possible, 


The nursing profession 
teemed that the applications for admission 
to our best training schools far exceeded the 
number that could possibly be accepted, and 
more were turned away than were admitted. 
Within a short time the picture has changed. 
Now even the largest schools of nursing are 
finding it hard to procure enough high school 
graduates to fill their classes, and many of 
the smaller hospitals fear that they may have 
to discontinue their training schools alto- 
gether. 

The Journal of the American Medical As- 
sociation for November 8 has an encouraging 
word from Miss Ruth Sleeper, president of 
the National League of Nursing Education. 
Miss Sleeper reports “that the nationwide 
enrolment of student nurses this vear is ex- 
pected tc reach the peacetime peak of 41,000 
established in 1941; ... that the shortage is 
actually due to the large increase in the num- 
her of patients.’ 

In spite of this optimistic report, all doc- 
tors in practice, and all hospital administra- 
tors know that, not since the influenza pan- 
demic of 1918, have nurses been in such de- 
mand. Long ago the airlines discontinued the 
practice of using nurses as hostesses, but 


1. Nurse Shortage Reported to Be on the Wane, Washington 
Letter, 


135:649 (Nov. 8) 1947. 
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various agencies of our government are em- 
ploying so many nurses that civilians in pri- 
vate life have to do without. Many young 
women who would formerly have entered the 
nursing profession have been tempted by 
the abnormally high salaries paid for clerical 
work or for other jobs more or less tempo- 
rary in nature. 

The family doctors of North Carolina—as 
of every other state—have a wonderful op- 
portunity to encourage girls in high schools 
and colleges to become nurses. The directress 
of one of the larger training schools in the 
state recently said that she had been im- 
pressed with the fact that so many members 
of this vear’s freshman class of student 
nurses had been influenced by their family 
doctors to enter the nursing profession. 

There are many why nursing 
should appeal to voung women. First, of 
course, is the knowledge that it offers an op- 
portunity for service unsurpassed by any 
other calling. Every doctor who has seen 
the steadving influence of the trained nurse 
can say with Osler: “At your word I have 
seen order and quiet replace chaos and con- 
fusion, not alone in the sick-room, but in the 
household.” 

In addition to serving humanity, the nurse 
can also do fairly well for herself. Few other 
professions afford equal matrimonial possi- 
bilities. Probably no other offers better prep- 
aration for married life and the rearing of 
children. Few careers hold more guarantee 
of security. Even though file clerks and re- 
ceptionists may now be getting better sal- 
aries than nurses, it will not always be thus; 
many jobs that are now remunerative will 
be abolished altogether or will pay much 
smaller wages when our present pseudo- 
prosperity comes to its inevitable end. The 
capable nurse, however, can always be as- 
sured of employment, and of a reasonably 
good income. 

Another inducement to enter training now 
is that nursing hours are shorter, and more 
time is available for recreation and relaxa- 
tion. Furthermore, the drudgery formerly 
required of student nurses is no longer part 
of a nurse’s training. 

All in all, the nursing profession is one of 
the most attractive of all. Let us tell the 
prospective training-school candidate of its 
advantages, and so do our part to overcome 
the womanpower shortage. 
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DIABETES, DROPSY, AND DANGER 


Some publications take pride in the quality 
of their advertising, and make a sincere 
effort to keep out any false or misleading 
claims. Others apparently apply the prin- 
ciple of “Caveat emptor,” or “Let the buyer 
beware.” Recently there have appeared a 
series of newspaper advertisements’ by 
chiropractors which obviously are accepted 
on the latter principle. Two recent examples 
are advertisements published in the Winston- 
Salem Twin City Sentinel, one discussing dia- 
betes, the other dropsy. Both will be highly 
enlightening to doctors of medicine. 

Members of the medical profession will be 

interested to know, for example, that there 
is a simple method of treatment for diabetes 
by which “about seventy per cent of cases 
recover completely,” and that “Cases of long 
standing have been completely cured in a re- 
markably short time.” Insulin is referred to 
as only a palliative measure. The cause of 
diabetes, we are told, 
“lies in an impinged nerve in the spinal column. The 
impingement prevents normal transmission of nerve 
energy to the organs of digestion so that these or- 
gans do not properly prepare the sugars for assim1- 
lation by the body. As soon as the adjustments have 
removed the pressure from the nerves, norma! trans- 
mission of nerve force is restored and the body can 
then assimilate the sugars again.” 

The discussion of dropsy is, if possible, 
even more startling. The reader is informed 
that dropsy is caused by failure of the kid- 
neys or of the heart, and that failure of the 
kidneys results from “interference with 
théir supply of nervous energy ... To secure 
activity of the kidneys or strengthen the 
heart, the Chiropractor adjusts the spine to 
remove pressure from nerves leading to those 
organs.’ It will come as a surprise to stu- 
dents of cardiology to learn that “hypertro- 
phy will ensure good circulation.’”’ Most will 
no doubt continue to believe with Dr. Samuel 
Levine that “The larger the heart, other 
things being equal, the poorer the progno- 
sis.’ 

If chiropractors and other cultists would 
confine their activities to comparatively 
trivial conditions, they would do little harm. 
When they undertake to treat such serious 
diseases as diabetes, congestive heart failure 
and nephritis by their hocus-pocus methods, 
however, they are courting danger—not to 
themselves, but to the lives of their patients. 


1. Levine, S. A.: Clinical Heart Disease, ed. 2, Philadelphia, 
W. B. Saunders Co., 1940, p. 294. 
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“SANATORIUM” BECOMES “McCAIN” 


On January 1, 1948, the name of the post 
office of our central State Sanatorium for 
Tuberculosis will be changed from “Sana- 
torium” to “McCain.” The change, of course, 
is made as a tribute to the late Dr. Paul Me- 
Cain, beloved leader in North Carolina’s fight 
against tuberculosis. It is hard to conceive 
of a more appropriate way to honor his 
memory. The tribute will be appreciated By 
the whoie state of North Carolina; but those 
who wil! rejoice most are his former patients 
in the State Sanatorium and the members of 
the Medical Society of the State of North 
Carolina. 


OUR PUBLISHERS HAVE A NEW NAME 


Since the change on the masthead of the 
NORTH CAROLINA MEDICAL JOURNAL from the 
Penry-Aitchison Printing Company to the 
Carmichael Printing Company may be no- 
ticed by some of our readers, a word of ex- 
planation is in order. The Penry-Aitchison 
Printing Company was founded in 1927 by 
Messrs. W. M. Penry and Harry F. Aitchi- 
son. Mr. Penry retired several years ago and 
Mr. Aitchison died in 1945", After Mr. 
Aitchison’s death, Mr. Robert C. Carmichael, 
who had been associated with the company 
for twelve years, became its manager, and 
later bought the entire stock of the company. 
On December 1 of this year the name of the 
firm was changed from the Penry-Aitchison 
Printing Company to the Carmichael Print- 
ing Company. 

Mr. Carmichael is acquainted with all the 
problems incident to publishing the NORTH 
CAROLINA MEDICAL JOURNAL, and its sub- 
scribers may rest assured that there will be 
no letdown in the high standards of printing 
that have been maintained from its begin- 
ning. 


1. Harry Aitchison, Editorial, North Carolina M. J. 6:451 
(Oct.) 1945. 


NOTICE 

Only a very few copies of last month’s issue of 
the NORTH CAROLINA MEDICAL JOURNAL— 
the McCain memorial issue—are left on hand. Al- 
ready the editorial office has had many more re- 
quests for this issue than it can supply. Anyone who 
still has a copy of this issue and does not wish to 
save it is urgently requested to mail it to the 
NORTH CAROLINA MEDICAL JOURNAL, 300 
South Hawthorne Road, Winston-Salem 7. Fifteen 
cents will be paid for each copy received in good 
condition. 
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Clinicopathologic Conference 
BOWMAN GRAY SCHOOL OF MEDICINE OF 
WAKE FOREST COLLEGE 

A 38-year-old white housewife was ad- 
mitted to the hospital because of abdominal 
swelling of two months’ duration. 

The patient was essentially well until one 
vear before entry, when she began to experi- 
erfte progressive nervousness, anorexia, and 
weakness. For eight months preceding entry 
she had noted tenderness and dull aching in 
the right upper quadrant, with an associated 
localized swelling in that area subcostally. 
Symptoms were not related to food, position, 
or exertion, and were promptly relieved by 
hot applications. Her physician made a ten- 
tative diagnosis of gallbladder disease, 

Four months previous to admission, a 
bluish-gray, “metallic” rash developed on the 
patient’s skin. It was characterized by 
marked burning and itching, and was termed 
‘»soriatie” by her physician. She was treated 
with capsules, calamine lotion, and intra- 
venous injections of a yellowish fluid. One 
week after the first injection and two days 
after the second, generalized abdominal! 
swelling and ankle edema began. At this 
time the patient first noted hemorrhoids, and 
she stated that from this time on she occa- 
sionally would expectorate blood-tinged spu- 
tum. 

Admission to a hospital was advised, and 
she was seen at two hospitals, where she re- 
ceived diuretics without effect, and intra- 
muscular medications. Following gallbladder 
drainage studies, she was told that she had 
gallbladder and liver disease. Three para- 
centeses done while she was_ hospitalized 
were productive of 5 ounces, 2 quarts, and 
3°) quarts respectively. Three subsequent 
paracenteses were done by her physician, and 
were productive of an average volume of 2 
quarts. Following the last paracentesis, 
seven days before entry, the patient noted 
edema of the perineum and of the entire 
lower extremities, especially the right. The 
patient stated that she had gained 22 pounds 
in the two months preceding entry. Her ap- 
petite had improved in the last two weeks, 
following treatment by an “herb doctor.” 

The family history revealed that two sis- 
ters had died with swollen abdomens and 
“a somewhat similar disorder” at the ages ‘of 
12 and 16 years. 
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The past history was essentially negative 
except for a poor dietary intake for ten years 
and an alcoholic intake of two to three bottles 
of beer a day and a pint of liquor a week for 
a similar period. The patient had had a 
dilatation and curettage and a salpingectomy 
in 1932. 

Physical examination revealed a fairly 
well developed, poorly nourished white fe- 
male, appearing about her stated age and in 
no acute distress. The skin had a bluish-gray, 
metallic hue, and numerous acnetorm lesions 
were scattered over the face and shoulders. 
No spider angiomas were observed. Exami- 
nation of the lymph nodes, head, eyes, ears, 
nose, and throat was negative. The tongue 
Was somewhat smooth and reddened. Exami- 
nation of the chest showed the lungs and the 
heart normal; the diaphragms were high, 
with limited excursions. The abdomen was 
quite distended, and palpation revealed a 
fluid wave and shifting dullness. The liver 
was thought to be palpable 2 to 3 fingers’ 
breadth below the costal border. There was 
slight tenderness in the right upper quad- 
rant and decided tenderness in the right low- 
er quadrant around a healing paracentesis 
wound. There was marked pitting edema in 
the right lower quadrant and right flank. The 
perineum was quite edematous, and there 
was pitting edema of both lower extremities, 
more marked on the right. Neurologic exam- 
ination was negative. The pulse was 100, 
temperature 99.2 F., respiration 28, blood 
pressure 118 systolic, 70 diastolic. 

The blood count on admission showed 
6,300,000 red blood cells, 13.8 Gm. of hemo- 
globin, and a color index of 0.68. There were 
10,550 white blood cells, with a norma! dif- 
ferential. Urinalysis was negative, and the 
Xahn test was negative. The icterus index 
was 15 units. Total serum proteins were 
5.4 mg. per 100 ec., with an albumin-globulin 
ratio of 1.7. The serum bilirubin was 0.9 
mg. per 100 ce. The bromsulfalein test of 
liver function showed 100 per cent retention 
in thirty minutes. A glucose tolerance test 
revealed a fasting blood sugar of 98 mg. per 
100 ec.; at thirty minutes the blood sugar 
was 120 mg. per 100 cc., at one hour 147 
mg., at two hours 215 mg., at three hours 
176 mg., at four hours 133 mg., and at five 
hours 82 mg. 


The patient was placed on a high-protein, 
low-fat diet, containing a moderate amount 
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of carbohydrate and at least 3,000 calories 
daily. Supplemental vitamins and crude liver 
extract were added. A course of penicillin 
therapy was instituted in an effort to clear 
up the infection in the abdominal wall of the 
right lower quadrant. The patient continued 
to complain of pain in this region. Diuretics 
had little effect on the edema. Tube feedings 
were instituted on the tenth hospital day be- 
cause of the patient’s inability to ingest the 
prescrioed diet. On the sixteenth day, 1000 
cc.of plasma was given without noticeable re- 
sult. On the twentieth day, paracentesis was 
done and 4100 cc. of straw-colored fluid re- 
moved. The ascitic fluid contained 1.9 Gm. of 
protein per 100 ec., with an albumin-globulin 
ratio of 1.7. Five hundred cubic centimeters 
of plasma was given on the twenty-second 
hospital day. On the twenty-fourth day, the 
nonprotein nitrogen was 40 mg. per 100 ce. 
and the total serum proteins were 5.7 Gm. 
with an albumin-globulin ratio of 1. Shortly 
thereafter the patient’s temperature began 
to rise and she became irrational and then 
comatose. She expired on the twenty-sixth 
hospital day. 


Diseussion 


Dr. FREDERICK R. TAYLOR: A 38-vear-old 
white housewife entered the hospital with 
the chief complaint of abdominal swelling. 
A year before, she had become nervous and 
weak, and had lost her appetite. Four months 
later, tenderness, dull aching, and localized 
swelling developed in the right upper quad- 
rant of her abdomen; these symptoms were 
unrelated to food, position or exertion, and 
were promptly relieved by hot applications. 
Her physician made a tentative diagnosis of 
gallbladder disease. He may have actually 
felt a mass highly suggestive of an enlarged 
gallbladder—we do not know. The condition 
was obviously chronic rather than acute; 
there is nothing suggestive of biliary colic. 
The lack of relation to food is suggestive of 
liver disease unassociated with gallbladder 
disease. 





Four months after these symptoms _ be- 
gan, and four months before admission, a 
bluish-gray, “metallic”? rash developed. This 
was associated with marked burning and 
itching, and was called “psoriatic” by her 
physician. He gave her medicine, including 
a yellowish liquid intravenously. Nothing is 
said about serologic tests at this time. Was 
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‘“nsoriatic” a euphemism for “syphilitic,” and 
was the vellowish liquid neoarsphenamine? 
If so, in the presence of a non-syphilitic liver 
disease, it might be expected to make her 
much worse through its hepatotoxic effect. 
It is possible, of course, that the liquid might 
have been protein hydrolysate or some such 
preparation given for liver dysfunction, It 
would be helpful to know the amount given 
and the method of injection. 

Two injections apparently were given five 
days apart. Two days after the second one, 
the patient noted generalized abdominal 
swelling, ankle edema, hemorrhoids, and e.- 
pectoration of blood-tinged sputum. Not 
that it is not stated that she coughed up 
blood. This picture suggests a blocking of 
the portal and systemic circulations, which 
would produce ascites, edema of the lower 
part of the body, and varicosities in the 
rectum and esophagus. The patient failed to 
improve in two hospitals, but after gall- 
bladder drainage studies she was told that 
she had gallbladder and liver disease. There 
is no mention of a cholecystogram. Three 
abdominal tappings showed obvious ascites, 
and extensive edema of the lower part of her 
body was developing rapidly. Her gain of 
22 pounds in two months must, I think, be 
attributed chiefly, if not solely, to fluid re- 
tention. 

Now we encounter either a huge red her- 
ring or a most significant item, for we learn 
that two sisters had died with swollen abdo- 
mens and somewhat similar conditions at the 
ages of 12 and 16 years. Automatically, we 
think of certain familial disorders of lipid 
metabolism, especially Gaucher's disease. 
This patient, and even her younger sisters, 
seem too old for Niemann-Pick’s disease 
(sphingomyelinosis) or for von Gierke’s gly- 
cogen disease. In Gaucher’s disease, how- 
ever, the spleen is huge; and it is not even 
said to be enlarged in this patient. The 
voung sisters may have had it—it occurs 
especially in girls and tends to affect sib- 
lings—, but in our patient the onset at thi 
age of 37 with death within a vear, as well as 
the absence of splenic enlargement, would 
seem to negate that definitely chronic con- 
dition. 

Two things in our patient’s past histor) 
now demand our attention. For ten vears 
she had had a poor diet and had taken fou 
teen to twenty-one bottles of beer and a pint 








of liquor a week. This adds up to a consid- 
erable amount of alcohol over a rather long 
period of time. We cannot estimate the 
quantity exactly, as all beers and liquors 
are not of the same alcohol content. Perhaps 
we would not be far wrong in estimating an 
average intake of more than 41% ounces a 
day. This might well be an important factor 
in producing liver damage. 

The salpingectomy in 1932 strongly sug- 
gests, though it does not prove, a gonococcal 
infection. If she had that, she might have 
had syphilis too. We have no history of it, 
however, and we learn later that the Kahn 
test was negative. Since there is no history 
of antisyphilitic treatment, unless the two 
intravenous injections mentioned above were 
neoarsphenamine, and since only two doses 
would seem quite inadequate to reverse the 
blood serology, syphilis seems very unlikely. 

We are told that her skin had a bluish- 
gray, metallic hue. Nothing is said about any 
bluish-gray rash, such as that described by 
her physician. One thinks of argyria, but 
there is no story of prolonged ingestion of 
silver. In view of the absence of a huge liver 
or any story of a growing mole or retinal 
trouble, hepatic melanoma seems _ unlikely. 
Ordinary portal cirrhosis is often associated 
with a bluish-gray tinge of the skin, perhaps 
due to an excess of melanin which can occur 
when there is a depletion of vitamin C. 

The appearance of the tongue suggests 
some deficiency of the B complex of vitamins. 
Little else was found in the physical exami- 
nation except gross ascites and edema of the 
entire lower part of the body, with a ques- 
tionably palpable liver, slight tenderness in 
the right upper quadrant of the abdomen, 
and marked tenderness around a healing tap 
wound in the right lower quadrant, later de- 
scribed as showing infection in the abdomi- 
nal wall. The edema was greater on the 
right side than on the left. 

Her lungs are described as clear in the 
physical examination. With the history of 
bloody expectoration, one would be glad to 
have the x-ray findings in the chest, too, but 
these are not vouchsafed unto us. The eleva- 
tion of temperature to 99.2 F. seems insig- 
nificant, and may be explained by the infec- 
tion of the abdominal wall. 

The rather high red cell count may be 
attributed to loss of fluid from the blood 
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vessels into the abdominal cavity and tissues. 
The slight elevation of the white cell count 
could easily be due to the abdominal wall in- 
fection. The icterus index (15 units) was 
definitely elevated, the normal being 4 to 6 
units; from 7 to 15 units is considered the 
zone of latent jaundice, as clinical jaundice 
rarely appears until the index rises above 
this zone. We have no history of jaundice in 
this patient. The total serum proteins were 
somewhat below normal, but one would ex- 
pect some protein to escape into the ascitic 
and edema fluid. The albumin-globulin ratio 
was normal. The serum bilirubin (0.9 mg. 
per 100 ec.) was high, the normal range be- 
ing from 0.1 to 0.25 mg. The bromsulfalein 
test showed serious liver damage, as normal- 
ly there should be little or no retention in the 
serum twenty minutes after injection. The 
glucose tolerance also was impaired, for the 
curve should return to a normal fasting 
level (80 to 120 mg. per 100 cc.) in two 
hours. 

Our patient was placed on a diet suitable 
for hepatic failure, with extra vitamins and 
crude liver extract. She died in twenty days, 
however, with a terminal rise in temperature 
—perhaps an agonal invasion of the blood 
stream from the infected paracentesis 
wound. 

Obviously, this patient had fatal liver dis- 
ease. Whether the gallbladder was diseased 
or not, I do not know; her own physician’s 
findings would suggest that it was. She was 
entering the so-called cancer age. Primary 
cancer of the liver is rather rare, secondary 
hepatic involvement common. We have no 
hint of any other malignant focus, unless it 
might be in the gallbladder. Primary or 
secondary, I do not recall a fatal cancer of 
the liver occurring without clinical jaundice. 

Simple chronic passive congestion is ex- 
cluded, for it would have caused a cardiac 
death with dyspnea and pulmonary edema. 
Syphilis has been excluded, so far as possible. 
We have no evidence of tuberculosis any- 
where. The absence of jaundice would seem 
to exclude acute viral or leptospiral hepatitis 
as the original cause of the trouble, as it 
would any chemical poisons causing acute 
yellow atrophy. Since we do not know what 
the two intravenous injections were, we can- 
not say what part, if any, thev played in the 
picture. Certainly they did not initiate the 
trouble. The constitutional symptoms of 
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liver abscess—chiils and fever- -are lacking. 
Biliary cirrhosis would noi be likely to cause 
such a “eerce of edema, ascites, hemorrho:d 
and presumably esophageal varices. There is 
nothing to suggest echinococcus cyst of the 
liver. Primary thrombosis of the inferior 
vena cava or of the portal vein is excluded 
by the duration of the disease. 

As we have no evidence of splenomegaly, 
the diseases in which that is an essential 
feature are excluded. While enlargement of 
the spleen occurs in over half the cases of 
Laennec’s cirrhosis, it is not essential to the 
picture. The patient’s survival for about 
eight months after the appearance of ascites 
is in accord with clinical experience in this 
disease. Patek") says that when clinical 
signs of liver failure appear, the outlook is 
grave. He cites an analysis of 386 such 
cases, i Which 57 per cent of the patients 
surviv-d six months after the onset of 
ascites, 39 per cent one year, and 21 per cent 
two vears. 

One other condition remains to be consid- 
ered—Chiari’s disease. This is a syndrome 
due to a special type of occlusion of the ostia 
of the hepatic veins, described by the Ger- 
man pathologist, Hans Chiari, in 1899. The 
fundamental etiology is unknown. The acute 
type, fatal in a few days, is easily excluded 
in this case. The subacute type may last as 
long as six months, and is usually diagnosed 
clinically as a rapidly developing cirrhosis. 
There is no prolonged chronic type of 
Chiari’s disease, so far as I know. 

We do not really know how long our pa- 
tient’s liver had been damaged, for profound 
damage may exist without symptoms. She 
did, however, have symptoms for a year 
rather long for even the subacute type of 
Chiari’s disease. 

Because of the history of an inadequate 
diet and steady drinking for ten years, plus 
the clinical picture, I shall venture the opin- 
ion that this patient had a very common dis- 
ease, Laennec’s cirrhosis of the liver, or 
portal cirrhosis. This seems by far the most 
likely diagnosis, with only an exceedingly re- 
mote chance that we may be dealing with an 
unusually prolonged subacute type of 
Chiari’s disease. 

Dr. Taylor’s Diagnosis 

Laennec’s cirrhosis 


1. Patek, A. J., Jr., in Cecil, R. L.: Textbook of Medicine, 
ed. 7, Philadelphia, W. B. Saunders Co., 1947. pp. 863-864 
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Anatomie Discussion 


Dr. LADD W. HAMRICK, JR.: The striking 
finding at postmortem examination was the 
slightly enlarged liver, which was deep red 
in color. The outer surface was smooth. 
When the inferior vena cava was opened, the 
openings of the hepatic veins were found to 
be cecluded by firm, red-yellow thromboses 
Sections through the liver tissue showed a 
deep red, congested appearance, alternating 
with areas of yellow discoloration. The en- 
tire venous system was filled with blood clot. 

The microscopic sections showed the si- 
nuses congested with red blood cells and the 
liver parenchymal cells atrophied by pres- 
sure. The hepatic veins were occluded by 
thrombi showing various degrees of organi- 
zation. 

The peritoneal cavity contained 1150 ce. of 
clear, amber fluid with a specific gravity of 
1.010. All the tissues of the body showed 
evidence of a slight icteric tint. The lower 
lobes of both lungs presented mottled patchy 
areas of consolidation. 

Anatomic Diagnoses 

l. Thromboses of the hepatic ve ins with 
marked congestion and necrosis of the 
live ti tissie (Ch lari’s disease ) 

Ascites 

Jaundice 

Bronchopneumonia, right middle and 
lower lobes, left lower lobe 


Hm CO DO 


The limitations of scientific methods.—Scientific 
methods employed by internists have been instru- 
mental in the early recognition and satisfactory con- 
trol of a great number of clinical conditions. They 
have been helpful in establishing greater freedom 
from infection, better nutrition and better health 
than has been known before. To all of us who use 
them, however, their limitations are obtrusive. In 
spite of their increasing complexity and _ scientific 
exactitude they may fail to acquaint us with the 
r woman who is sick. 


real problems of the man <¢ 
Many times indeed the routine questioning and 
testing become so elaborate and time-consuming 
that there is little opportunity for the patient to 
vive or for the internist to hear an unimpeded and 
uninterrupted account of the illness. It appears that 
often in the complicated analysis the true goal may 
he lost ... There is also a question whether anxiety 
to recognize early organic disease may make one 
oblivious to the danger of producing invalidism and 
neurosis, whether chagrin over failure to hear a 
low-pitched murmur or to feel a palpable spleen is 
matched by the discomfiture of missing completely 
the personality of the patient, his hopes and fears, 
his hates and loves, his obsessions and frustrations, 
or the indelible imprint which his disease has made 
on his attitudes and motivations.—David P. Barr: 
The Responsibilities of the Internist, Ann. Int. Med. 
27:196 (Aug.) 1947. 
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MEDICOLEGAL ABSTRACT 


J. F. OWEN, M.D., LL.B. 
RALEIGH 


LIABILITY FOR PHYSICIANS’ SERVICES: 
One who merely calls a physician to 
render services to another is not liable 
therefor in the absence of an express 
agreement, unless he is bound to furn- 
ish such services to the patient. 

This is a case in which a physician re- 
sponded to an emergency call at the scene 
of an automobile accident. Upon reaching 
the place where the summons originated, the 
doctor was urged by the daughter of the in- 
jured person to “do everything you can under 
the sun to see this man is taken care of.” 
She further stated, “I want my father taken 
care of, and give him the best care you can 
give him, and whatever the charges are | 
will pay for it.”” The doctor called an ambu- 
lance, in which the victim was taken to a hos- 
pital. He treated him there until the next 
day, when the patient was discharged. He 
died from the effects of the injuries a few 
days later. 

The doctor made his charge for services 
to the deceased man’s estate, and employed 
a lawyer to help collect the bill. He received 
no payment, however. An effort was also 
made to collect from the widow, but this too 
was unsuccessful. About a year and a half 
after the accident the physician entered suit 
against the daughter referred to above, al- 
leging that she had become liable fcr his 
services by her promise, made at the time 
of the accident, to pay the charges. 

When this case came up for a hearing be- 
fore a jury in municipal court, a verdict was 
rendered for the defendant daughter. The 
physician who was the plaintiff excepted and 
appealed to the Supreme Court. 

The higher court ruled that the doctor, in 
seeking payment from the estate, elected to 
consider the promise made by the daughter 
a collateral undertaking. Thus it was placed 
within the statute of frauds, and would have 
to be in writing in order to be enforceable. 
Had he sought payment originally from the 
promisor, her promise, “I will pay for it,” 
would have been binding and enforceable, al- 
though made orally. The Supreme Court, in 
explanation of its ruling, stated that when 
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a person assumes responsibility for the pay- 
ment of a debt in the event of failure by the 
principal to pay, the contract comes within 
the old statutes of frauds, and must be in 
writing before it is enforceable. The error 
made by the doctor was in attempting to col- 
lect from other sources first. This showed, 
prima facie, that he considered the promise 
made by the defendant as a collateral or sec- 
ondary obligation. 

Tsually, and nerhaps unfortunately, finan- 
cial arrengements are not made between a 
physician and patient, as there is an implied 
contract in force just as soon as the doctor 
accents the case. The main factor in an im- 
plied contract of this kind, on the part of the 
patient, is that he will cooperate and will nav 
a reasonable fee for services rendered. The 
phvsician, for his part, awrees to be diligent 
to exercise the required skill. knowledge, and 
iudement, and to remain with the case until 
his services are no loneer needed. or until he 


is discharged by the patient. Unless one who. 


calls a physician to render services for an- 
other is legally bound to furnish such serv- 
ices, he is not liable in the absence of an 
express contract to that effect. 

The Supreme Court was in agreement 
with the court below and affirmed the jude- 
ment found for the defendant daughter. 

(Supreme Court of Vermont, May 5, 1936. 
Vol. 184, Atlantic 689.) 
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BCG VACCINATION 
E sey was a time when even to mention the use 
of BCG vaccination as a protection against tuber- 
culosis provoked violent controversy. This proced- 
ure, introduced in France after the first World War, 
emplovs as a vaccine an attenuated strain of the 
tubercle bacillus known as Bacillus Calmette Guerin 
to build up resistance to more virulent organisms 
of the same species. The lack of controls and of 
adequate statistical evidence in the early work in 
Kurone made American students of tuberculosis 
understandably cautious in their acceptance of BCG. 
Moreover, there was ample evidence that the meth- 
ods of control already in use in the United States 
were doing more to control tuberculosis than even 
its most ardent proponents could claim for BCG 
vaccination. 





2 








2 








December, 1947 


That BCG is again being discussed as a practical 
public health measure is due largely to the recent 
publication of four experimental studies which seem 
to show that BCG may have real value under certain 
circumstances. Aronson and Palmer have reported 


favorably on six years’ experience with a group of 


North American Indians who were vaccinated with 
BCG. 

The experience of Ferguson who used BCG vac 
cine with the nurses and attendants in eight general 
hospitals and tuberculosis sanatoriums in the pro 
vince of Saskatchewan, Canada, seems to show that 
BCG immunization is effective in affording a mea 
sure of protection to groups subjected to special 
hazard. 

Holm has reported beneficial results from the use 
of BCG in Denmark where it is employed extensively 
with tuberculin negative individuals to prevent dan 
gerous primary infections. During the course of im 
munization, the tuberculin reaction usually change 
from negative to positive. 

In contrast to these findings, Levine and Sackett, 
who studied carefully the results of vaccinating 
several hundred New York City infants, concluded 
that “as a public health measure the routine vacci 
nation with BCG of children from tuberculous home 
is probably of less advantage than removing the 
tuberculous case from the home.” 

As a result of accumulated new evidence the 
Tuberculosis Control Division of the U. S. Public 
Health Service invited leaders in tuberculosis wor! 
to a conference on BCG vaccination, held in Wash 
ington, D. C., on September 7, 1946. The purpose wa 
to evaluate the reported studies with BCG so as to 
determine what use, if any, could be made of thi 
procedure and what conditions would be most favo) 
able for its employment. 

rhose attending the conference were: Dr. J. Burn 
Amberson, College of Physicians and Surgeons, Co 
lumbia University, New York; Dr. Joseph D. Aron 
son, Henry Phipps Institute, Philadelphia; Dr. 
Howard W. Bosworth, Barlow Sanatorium, Lo 
Angeles; Dr. Charles A. Doan, College of Medicine, 
Ohio State University, Columbus, Ohio; Dr. Johanne 
Holm, State Serum Institute, Copenhagen, Denmark; 
Dr. Esmond R. Long, Henry Phipps Institute, Phila 
delphia; Dr. Jay A. Myers, University of Minne 
sota, Minneapolis; Dr. David T. Smith, Duke Uni 
versity, Durham, N. C.; Dr. Henry Stuart Willi 
North Carolina Sanatorium for the Treatment of 
Tuberculosis (formerly of William H. Maybury San 
atorium, Northville, Mich,); and Dr. I. C. Yuan, 
National Institute of Health, Nanking, China. 

The Public Health Service was represented by 
Doctors Herman E. Hilleboe and Carroll E. Palme: 
of the Tuberculosis Control Division, and Dr. Milton 
V. Veldee, Biologics Control Laboratory of the Na 
tional Institute of Health, Washington, D. C 

During the conference a careful review of all in 
vestigations with BCG was made and there wa 
a general discussion of the entire problem of BCG 
vaccination. It was agreed that there have been 
no proved cases of progressive tuberculosis from 
BCG vaccination. It was concluded that BCG vacci 
nation appears to confer increased resistance to 
tuberculosis for the relatively short period of time 
covered in the studies. 

The following conclusions and recommendations 
were made by the conference and the policy outlined 
was later approved by Surgeon General Thomas 
Parran for the U.S.P.H.S.: 

1. BCG vaccine should not be made commercially 
available at present. 

2. From studies presented at the conference, it 
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appears that BCG vaccination confers increased re 
istance to tuberculosis for the limited period of time 
covered inh the ec tudie 

4. Medical literature fails to reveal any proved 
case of progressive disease a a resul of BCG 
Vaccination, 

lL BCG vaccinatio1 (properly administered) can 
be done without ca ne evere local reactior 

5. The intracutaneou method of vaccination i 
recommended for use at present. 

. In the tudie pre ented, BCG Vaccination con 
verted a large percentage of nonreactors (to tl 
tuberculin test) into reacto. 

7. Need for revaccination and time interval be 
tween vaccination require further study. 

Ss. it was recommended that a single laboratory 
be established by the Tuberculosis Control Divisio) 


Lo produce Bt (; Vaccine fo. the whole country rol 
use In research programs proposed at this confet 
ence, (The daily pre na ince reported that the 


designated laborator hat of a new tuberculosi 


research hospital to be constructed by the University 


of Illinois professional hools, in Chicago.) 

} lixten ve Investiyatiol hould be carried o1 
cooperatively with recognized research = group 
throughout the country during the coming yeal 
ce pecially in populatio group highly exposed to 
tuberculou infection. 

LO It wa recommena that the Tuberculo 
( rol D ( ( »a CO rolled { ! 1 com 
munity ntaining LOO.O00  o} more people, to de 
termine immediate and long-range re¢ It 

11. Further reseai rongly recommended to 
determine the efher of the vaccination and al 
to attempt to develop a vaccine compo ed of dead 

ili. It wa recommended that method he devel 


oped to tandardize techniques of preparation of a 


potent and table acecine {o1 use in the United 
States and if po ble throughout the world 
The Way ha now Heel cleared fo. al extensive 
tudy of BCG in tl country. With special group 
‘th as the Nortl American Indians, inmate and 
employee of mental hospital and certain racial 
and prot ( i rou wnerse tne n l ind 
mortalit Irom ere are know! oO be ! 
there \ eem fication to i trial « BCG 
It | nor ¢ | ted ( ne place ol KHOW and 
proved method for controlling tuberculo but 
BCG ma well be an added weapon against an old 
ene yh 
Suggested Reading: 
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Tuberculosis is so deeply a personal disease that 
new of it tragic onset or advance can be more 
calmly accepted when the source of the new is the 
family doctor and not a stranger from a distant 


agency.—Ed., Pub. Health Rep., Dec. 6, 1946. 
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PRESIDENT’S MESSAGE 


My greetings to all the members ot the 
medical profession of North Carolina. We 
are all still stunned by the sudden and tragic 
death of our friend and president, Dr. Frank 
Sharpe. He has been an untiring worker for 
our State Medical Society, and had sacrificed 
much of his valuable time and given freely 
of his strength and energy in performing the 
duties of his office as president. His friends 
and patients paid him a wonderful tribute 
at the First Presbyterian Church in Greens- 
boro on Sunday, November 23, under most 
adverse weather conditions. 

Since the duties and responsibilities of his 
office have fallen upon my shoulders, I hope 
that you will give me your wholehearted 
cooperation in carrying on the policies and 
program Dr. Sharpe had so ably initiated; 
and that you will acquaint yourselves with 
the problems your officers and executive com- 
mittee have to deal with. I shall bring some 
of the problems to your attention from time 
to time through the columns of the NORTH 
CAROLINA MEDICAL JOURNAL; and I hope that 
more of you will attend the business sessions 
of the State Medical Society, where we may 
have the benefit of your counsel and advice, 
and where you may help direct the policies 
of our state organization. 

JAMES F. ROBERTSON, M.D. 
Wilmington 


NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


A meeting of the Postgraduate Medical Education 
Committee, Region III, of the American Trudeau 
Society was held in Durham on November 18. Mem- 
bers of this committee from North Carolina are Dr. 
H. Stuart Willis, chairman; Dr. Howard Bradshaw, 
co-chairman; Dr. Reece Berryhill, Dr. David T. 
Smith, and Frank W. Webster. 


director of the 
National Tuberculosis since 1928, has 
resigned to retire to private life. His resignation 
becomes effective on January 1. He will be succeeded 
by Dr. James E. Perkins, a native of St. Paul, Min- 


nesota. 


Emerson, managing 
Association 


Dr. Kendall 
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NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


The first two postgraduate medical courses spon- 
sored by the University School of Medicine and the 
Extension Division will be held at Lumberton begin- 
ning January 14 and at Salisbury beginning January 
15, with the Medical Societies of Robeson and Rowan 
Counties as co-sponsors. The programs for the two 
courses are as follows: 

Lumberton 

January 14: Diabetes—Dr. Howard F. Root, Asso- 
ciate in Medicine, Harvard Medical School; New 
England Deaconness Hospital. 

January 21: Cancer of the Gastrointestinal Tract 
from the Standpoint of the General Practitioner 

Dr. I. A. Bigger, Professor of Surgery, Medi- 
cal College of Virginia (Sponsored by the North 
Carolina Chapter of the American Cancer So- 
clety). 

January 28: Hypertension and Hypertensive Heart 
Disease from the Standpoint of the General 
Practitioner—Dr. William D. Stroud, Professor 
of Cardiology, University of Pennsylvania Grad- 
uate School of Medicine. 

February 4: The Causes and Management of Pro- 
longed Labor—Dr. Edward A. Schumann, Phila- 
delphia. 

February 11: Orthopedic Problems in General 
Practice—Dr. A. R. Shands, Alfred I. duPont 
Institute of Nemours Foundation; Visiting Pro- 
fessor of Orthopedic Surgery, University of 
Pennsylvania School of Medicine. 

February 18: Diagncsis and Treatment of Com- 
mon Diseases of the Gastrointestinal Tract 
Dr. George B. Eusterman, The Mayo Clinic. 


Salisbury 

January 15: Diabetes—Dr. Howard F. Root, Asso- 
ciate in Medicine, Harvard Medical School; New 
England Deaconness Hospital. 

January 22: Cancer of the Gastrointestinal Tract 
from the Standpoint of the General Practitioner 

Dr. is Bigger, Professor of Surgery, Medi- 
cal College of Virginia (sponsored by the North 
Carolina Chapter of the American Cancer So- 
ciety). 

January 29: Hypertension and Hypertensive Heart 
Disease from the Standpoint of the General 
Practitioner—Dr. J. Edwin Wood, Jr., Professor 
of the Practice of Medicine, University of Vir- 
ginia School of Medicine. 

February 5: Obstetrical Anesthesia and Analgesia 
Dr. Edward A. Schumann, Philadelphia. 
February 12: Newer Developments in the D!az 
nosis and Treatment of Blood Dyscrasias fig 
Roy R. Kracke, Dean of the University of Ala- 

bama School of Medicine. 

February 19: Office Dermatology—Dr. A. Benson 
Cannon, Associate Clinical Professor of Derma- 
tology, Columbia University College of Physi- 
cians and Surgeons, 

February 26: Endocrinology from the Standpoint 
of the General Practitioner—Dr. Emil Novak, 
Associate Professor of Obstetrics, University of 
Maryland School of Medicine; Assistant Pro- 
fessor of Gynecology, the Johns Hopkins Uni- 
versity School of Medicine. 


Programs for the courses at Raleigh and Greens- 
boro, which will begin the first of March, will be 
announced later. 
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NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL CF PUBLIC HEALTH 


Dr. E. G. McGavran, dean of the School of Public 
Health, and Miss Margaret Blee, associate professor 
of public health nursing, attended the meetings of 
the North Carolina Public Health Association, held 
in Charlotte on November 4. Dr. McGavran presented 
a paper before the general session on “The Essen- 
tials of a Statewide Communicable Disease Control 
Program”; Miss Blee reported on the International 
Congress of Nurses which was held in Atlantic City 
last May. 


The Southern Conference on Nutrition and Public 
Health, under the auspices of the School of Public 
Health of the University of North Carolina, was 
held in the Health Education Workshop on Novem- 
ber 14 and 15. The program for the conference was 
arranged by Dr. A. H. Bryan, professor of nutrition, 
and his staff. Agriculture, community nutrition, and 
public health nutrition were the main topics undet 
discussion. The conference was to 
bring together experts who could contribute from 
a whole range of nutritional interests—that is, the 
soil-plant-animal-human relationships. Those attend- 
ine the conference included representatives from 
North Carolina, Louisiana, Florida, South 
Tennessee, Alabama, Illinois, and Canada. 


purpose of the 


On November 24 and 25, Dr. E. G. MceGavran, dean 
of the School of Public Health, attended the meet 
ines of the Southern Medical Association in Balti- 
more. While there he presented the paper, ‘‘Practi- 
cal Consideration of Tropical Diseases Important 
to the Genera! Practitioner and Health Officer.” 


Dr. Clair E. Turner, health education consultant 


with the National Foundation for Infantile Paralysis, 


visited the School of Public Health on Friday, De- 


cember 5, 1947. 


CAROLINA HEALTH EDUCATION 


CONFERENCE 


A meeting of the North Carolina Health Educa- 
tion Conference, sponsored by the Council on Public 
Education of the North Carolina Hospital Associa- 
tion, the North Carolina Good Health Association, 
and the Hospital Saving Association, was held No- 
vember 12 and 13 in Charlotte. The conference was 
called “to facilitate a close cooperation in planning 
and service among the many organizations inter- 
ested in the welfare and health of the people.” 


NORTH 


The following members were elected to serve on 
an eleven-man council, to be known as the “North 
Carolina Health Agencies Council”: J. T. Barnes, 
executive secretary, N. C. Medical Society; H. C. 
Crawford, executive vice president, Hospital Saving 
Association; Clyde Erwin, Superintendent of Public 
Instruction; Reid T. Holmes, administrator of the 
North Carolina Baptist Hospital; Mrs. George 
Marshall, State Commander, N. C. Division, Ameri- 
can Cancer Society; Dr. E. G. McGavran, dean, 
School of Public Health, University of North Caro- 
lina: Marshall I. Pickens, the Duke Endowment; 
Miss Flora Wakefield, supervising nurse of the 
Wake County Health Department; Frank W. Web- 
executive secretary, North Carolina Tubercu- 
Association; and Dr. Ellen Winston, Super- 
intendent of Public Welfare. 
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losis 


BULLETIN 


Carolina, 


BOARD 793 


STATE BOARD OF MEDICAL EXAMINERS 


The Board of Medical Examiners of the State of 
North Carolina will meet on January 12, 1948, at 
the Carolina Hotel, Pinehurst, for the purpose of 


| 


interviewing applicants for licensure by endorse- 


ment, 


FOURTH DISTRICT MEDICAL SOCIETY 

associate professor of sul 
Medicine. wa 
Fourth 


Novem 


Dr. Clarence Gardner, 
gery at the Duke University School of 
speaker at the fall meeting of the 
District Medical Society, held in Wilson on 
ber 13. His ' 

Dr. Herman F. Easom of 
president of the Society, 
Smith of Rocky Mount. Dr. Howitt Foster of Non 
lina was elected vice president and Dr. Robert M. 
Whitley of Rocky Mount was re-elected secretary 
and treasurer. Dr. Newsom P. Battle of Rocky 
Mount is councilor of the Fourth District. The next 
meeting will be held Vount 


ruest 


ubject was vagotomy. 


Wilson was 


ding Dr. Claiborne 


elected 


Succes 


in Ros ky 


SIXTH DISTRICT MEDICAL SOCIETY 


District 
(Camp 


The Sixth 
Creedmoor 
scientific program at the 
given by Dr. Earl W. 


Medical Society met at 
November 12. The 
afternoon meeting wa 
Raleigh, Dr. J. C. 


» 
Butner ) on 


“ . 
Brian of 


Trent of Durham, and Dr. H. B. Kernodle of Bur 
lington. Dr. John A. Ferrell, director of the North 
Carolina Medical Care Commission, Dr. Frank 


Sharpe, Dr. Roscoe McMillan, and Dr. 
Hill, councilor of the Sixth District, spoke 
briefly. Dinner was served at the hospital, and the 
after-dinne1 irge of the } 
officials. 


Millard D. 
also 


program was In ch: hospital 


Officers elected for the were Dr. Earl] 
W. Brian, president, succeeding Dr. Joseph W. 
Thompson of Creedmoor; Dr. H. B. Kernodle, vice 
president, succeeding Dr. W. W. Noel of Henderson; 
and Dr. J. C. Trent, secretary-treasurer, 
Dr. P. Y. Greene of Burlington. 


coming yeal 


succeeding 


CATAWBA VALLEY MEDICAL SOCIETY 


Dr. George T. Harrell, professor of medicine at 
the Bowman Gray School of Medicine, spoke on the 
subject of “Rickettsial Diseases” at a dinner meet- 
ing of the Catawba Valley Medical Society, held in 
Lenoir on December 9. 


KDGECOMBE-NASH COUNTIES MEDICAL 
SOCIETY 
The November meeting of the Edgecombe-Nash 
Counties Medical Society was held in Rocky Mount 
on November 19. speakers were Drs. David 
Cayer and George Harrell of Winston-Salem. Dr. 
Cayer spoke on “Present Concepts in the Manage- 
ment of Liver Disease,” and Dr. Harrell on “Medical 


in Europe.” 


Guest 


Conditions 


The Society has appointed a permanent blood- 
hanking service committee, consisting of Dr. Ken- 
neth Wright, chairman; Dr. Adam Thorp; and Dr. 


K. D. Weeks. Dr. Thomas Holt has been elected a 
member of the Society. 
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FORSYTH COUNTY MEDICAL SOCIETY 


The Forsyth County Medical Society held a dinner 
November 11. Dr. 
of Durham spoke on “The 


meeting in Winston-Salem on 
Clarence E. Gardner 


Surgical Treatment of Peptic Ulcer.” 


NEWS NOTES 
Dr. Pierre P. Poole of Cross Anchor, South Caro- 


lina, has joined Dr. W. S. Wall of Rocky Mount in 
the practice of medicine. 


CORRECTIONS FOR THE ROSTER 


The following additional corrections have been 
received for the roster and alphabetical list of fel- 
lows published in the August issue: 

Dr. D. Waldo Holt, Greensboro—Specialty should 
be I rather than GP. 

Dr. Walter T. Tice, High Point—Specialty should 
be I rather than GP, 


ROOTS CONFERENCE OF COUNTY 
MEDICAL SOCIETY OFFICERS 


The Grass Roots Conference of the National Con- 
ference of County Medical Society Officers will be 
in Cleveland, Ohio, on Tuesday evening, Janu- 
ary 6, at the Statler Hotel, from 7:30 to 11 p.m. 
The purpose of this conference is “to develop a 
working partnership between the American Medical 
Association physician.” Subjects which 
will be discussed are “The General Practitioner 
How to Create More of Him for the Future Need 
of the Country”; “Upholding the Prestige of the 
General Practitioner”; and “The General Practitioner 
and Community Leadership.” Officers and represen- 
tatives of county medical societies will participate 
in the program. 
Hotel reservations may be secured by writing to 
Dr. David Chambers, Chairman, Hotel Committee 
(A.M.A.), 511 Terminal Tower, Cleveland 13, Ohio. 


GRASS 


held 


and every 


EIGHTH ANNUAL CONGRESS ON 
INDUSTRIAL HEALTH 


The Council on Industrial Health will hold its 
Kighth Annual Congress on Industrial Health in the 
Cleveland Auditorium, Cleveland, on January 5 and 
6, 1948. These dates immediately precede the In- 
terim Session of the American Medical Association, 
which will be held in the Auditorium on January 
7 and &. General practitioners supply a large part 
of the medical services which workers receive 
through industry, and they are cordially invited to 
attend these industrial health sessions. 


AMERICAN COLLEGE OF SURGEONS 

Dr. Arthur W. Allen, president of the American 
College of Surgeons, announces the scheduling of 
six sectional meetings in 1948, for fellows of the 
College, the medical profession at large, and hospital 
personnel. Each meeting will be two days in length 
and will include conferences for hospital personnel 
as well as sessions for the medical profession. One 
of the six meetings will be held in Atlanta, January 
26 and 27, at the Ansley Hotel. 
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THE SOUTHEASTERN SURGICAL CONGRESS 


The Sixteenth Annual Assembly of the South- 
eastern Surgical Congress will be held in Hollywood, 
Florida, Hollywood Beach Hotel, April 5-8, 1948. 
Among the speakers who will appear on the pro- 
gram are Dr. Julian A. Moore of Asheville, Dr. 
James F. Robertson of Wilmington, and Dr. R. A. 
Ross of Durham. 


MIDWINTER SEMINAR IN OTOLARYNGOLOGY 
AND OPHTHALMOLOGY 


The University of Florida Midwinter Seminar in 
Otolaryngology and Ophthalmology will be held at 
the Flamingo Hotel in Miami Beach, January 12-17, 
1948. The lectures in otolaryngology will be pre- 
sented on January 12, 13, and 14, and those in 
ophthalmology on January 15, 16, and 17. The regis- 
tration fee is $25. 

The lecturers for the courses in otolaryngulogy 
include Drs. Lawrence R. Boies, Minneapolis; Louis 
H. Clerf, Philadelphia; Kenneth M. Day, Pittsburg; 
Thomas C. Galloway, Chicago; James H. Maxwell, 
Ann Arbor, Mich.; Arthur W. Proetz, St. Louis; 
and Harry P. Schenck, Philadelphia. Among the 
ophthalmologists who will lecture are Drs. S. Judd 
Beach, Portland, Me.; William L. Benedict, Ro- 
chester, Minn.; Daniel B. Kirby, New York; Peter 
C. Kronfeld, Chicago; and Dohrmann K. Pischel, 
San Francisco. 

The Midwinter Seminar follows immediately the 
Pan-American Congress of Ophthalmology, which 
will be held in Havana, Cuba, January 5-10, 1948. 
The dates chosen for the two meetings make pos- 
sible a delightful opportunity to attend both and 
at the same time enjoy a winter vacation amid 
unsurpassed resort attractions. 


MICHIGAN POSTGRADUATE CLINICAL 


INSTITUTE 

The Second Annual Michigan Postgraduate Clin- 
ical Institute will be held at the Book-Cadillac Hotel, 
Detroit, March 10-12, 1948. Forty-nine outstanding 
clinicians and lecturers will present a concentrated 
three-day postgraduate course covering the newest 
developments in medicine, surgery, obstetrics, pedi- 
atrics, dermatology, ophthalmology, otolaryngology, 
and general practice. 

All members of the American Medical Association 
and of the Canadian Medical Association are cor- 
dially invited to attend. There is no registration fee. 


RESIDENCY TRAINING PROGRAM IN 
PSYCHIATRY 


Dr. Harold W. Sterling, Manager of the Veterans 
Administration Hospital, North Little Rock, Arkan- 
sas, announces that the first residency training pro- 
gram in psychiatry in the state of Arkansas has 
been formally approved by the American Medical 
Association and the American Board of Psychiatry 
and Neurology. The American Medical Association 
has approved this hospital for fifteen residents for 
a three-year training period. 

Residents will be accepted for training on July | 
and January 1 of each year with an annual stipend 
of $3,300 for physicians who served as medical offi- 
cers during World War II and an annual stipend of 
$900 to $1,800, plus subsistence, for others. 














December, 1947 


SOCIETY FOR THE PREVENTION OF 
ASPHYXIAL DEATH, INC. 


For many years Dr. Chevalier Jackson has urged 
that all physicians become familiar with the “death 
zone of the respiratory tract.’ For the last fifteen 
years the Society for the Prevention of Asphyxial 


Death, Inec., has labored to make the physician 
“asphyxia conscious.” Since April of this year, 


classes in laryngoscopy and intubation have been 
given at the Manhattan General Hospital in cooper- 
ation with the S.P.A.D., Inc. Other courses are 
planned for the New York Eye and Ear Infirmary. 


The purpose of the course is clear-cut; it is to 


save lives now lost during anesthesia and other 
forms of acute asphyxial accidents. Classes are 
limited to twelve students. Courses will be given 


Nov. 21 and 22, Dec. 5 and 6, and Jan. 2 and 3 in 


New York Citv; Jan. 14 and 15 in Los Angeles; Jan. 
21 and 22 in Honolulu, Hawaii; Feb. 6 and 7, March 
5 and 6, and April 2 and 8 in New York City. For 
information address Pneumatology, Manhattan Gen- 
eral Hospital, 307 Second Avenue, New York City. 





MISSISSIPPI VALLEY MEDICAL SOCIETY 
1948 ESSAY CONTEST 


The Eighth Annual Essay Contest of the Missis- 
sippi Valley Medical Society will be held in 1948. 
The Society will offer a cash prize of $100.00, a gold 
medal. and a certificate of award for the best un- 
published essay on any subject of seneral medical 
interest (including medical economics and educa- 
tion) and practical value to the general practitioner 
of medicine. Certificates of merit may also be 
granted to the vnhysicians whose essays are rated 
second and third best. Contestants must be mem- 
bers of the American Medical Association who are 
residents of the United States. The winner will be 
invited to present his contribution before the Thir- 
teenth Annual Meeting of the Mississipni Valley 
Medical Society to be held in Springfield, Ill.. Sept. 
29, 30, Oct. 1, 1948, the Society reserving the ex- 
clusive right to publish the essay in its official pub- 
lication—the Mississippi Valley Medical Journal (in- 
corporating the Radiologic Review). All contribu- 
tions shall he typewritten in English in manuscript 
form, submitted in five copies, not to exceed 5000 
words, and must be received not later than May 1, 
1948. The winning essay in the 1947 contest appears 
in the January 1948 issue of the Mississippi Valley 
Medical Journal (Quincy, Illinois). 

Further details may be secured from Harold Swan- 
berg, M.D., Secretary, Mississippi Valley Medical 
Society, 209-224 W. C. U. Building, Quincy, Illinois. 





MANUSCRIPT SERVICE, INC. 


Manuscript Service, Inc., 6432 Cass Avenue, De- 
troit 2, Michigan, is “an organization devoted to 
ethical editorial service in the field of medicine and 
allied sciences.” It is intended to provide editorial 
assistance for authors who do not have adequate 
library facilities available, or whose time is limited. 
Officers are Ralph E. Sloan, president; Howard P. 
Sloan, M.D., vice president; and Edward S. Wunsch, 
secretary. 
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Dr. W. W. BAUER HONORED 


The Elisabeth Severance Prentiss National Award 
in Health Education for 1947 was presented to Dr. 
W. W. Bauer, director of the A.M.A.’s Bureau of 
Health Education, at the seventh anniversary civic 
luncheon of the Cleveland Health Museum, held on 
November 17. 





S3RITISH MEDICAL PUBLICATIONS 


All periodical publications of the British Medical 
Association are now obtainable through Grune & 
Stratton, Medical Publishers, 381 Fourth Avenue, 
New York 16, New York, who have been appointed 
by the Association sole agents for the United States 
beginning with January, 1948, 

The journals are: 

British Medical Journal, published weekly—$14 a 


year 
Abstracts of World Medicine, published monthly— 
$13 a year 


Abstracts of World Surgery, Obstetrics and Gyne- 
cology, published monthly—$9 a year 
Quarterly journals: uniform subscription rate— 
$5.50 a year 
Annals of the Rheumatic Diseases 
Archives of Disease in Childhood 
British Heart Journal 
British Journal of Industrial Medicine 
British Journal of Pharmacology and Chemo- 
therapy 
British Journal of Social Medicine 
British Journal of Venereal Diseases 
Journal of Clinical Pathology 
Journal of Neurology, Neurosurgery, and 
Psychiatry 
Thorax 





Diagnostic Anti-Rh Serum 

The development by Dr. Philip Levine, one of 
the world’s outstanding serologists, of a highly ac- 
curate diagnostic anti-Rh (anti-D) serum derived 
from human blood has been announced by the Ortho 
Pharmaceutical Corporation of Raritan, N. J.—the 
first of the pharmaceutical houses te offer this type 
of serum for determining whether an individual has 
Rh-negative or Rh-positive blood. It is now avail- 
able for use by hospital and clinical laboratories to 
prevent intragroup transfusion accidents and for 
the selection of Rh-negative blood for the affected 
infants of Rh-negative mothers. 





SITUATION WANTED 
Veterinarian, aged 30, desires position 
veterinarian with 


as full- or part-time 


city-county health unit. Fully experienced. 
Address “VY” 
Post Office Box 456 
Winston-Salem, N. C. 
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AUXILIARY 


CHRISTMAS GREETINGS TO ALL 
AUXILIARY MEMBERS EVERYWHERE 


Dear Members, 

In the words of Tiny Tim, “God bless us 
every one.”’ Last May there were a thousand 
and four of us. We welcome the new auxil- 
iaries organized this fall. They are: Gaston, 
Mitchell-Yancey, and Moore. We will look 
forward to seeing representatives from these 
groups, along with several groups that are 
to organize soon, at our May meeting. 


Even as we say “Merry Christmas,” we 
say “Happy New Year.” Let us get neces- 
sary routine Auxiliary business done early 
in the new year and be ready for our twenty- 
fifth anniversary meeting in May. 


At Christmastide we like especially to re- 
member the guests who occupy our Auxiliary 
beds in each of the state sanatoria. Those 
of you who do not have the name of the guest 
in your sanatorium district may secure it 
from the Bed Chairman, 


Mrs. G. M. Billings, Morganton, is chair- 
man of the Stevens Bed at the Western 
Sanatorium at Black Mountain. 


Mrs. William Richardson, Chapel Hill, is 
chairman of the McCain Bed at Sanator- 
ium. 


Mrs. M. I. Fleming, Rocky Mount, is 
chairman of the Cooper Bed at the Eastern 
Sanatorium at Wilson. 


Speaking of Christmas presents, how 
about giving your school library or your fav- 
orite beauty shop a subscription to Hygeia? 
Mrs. Taylor Vernon, Hygeia Chairman, Mor- 
ganton, will take care of it for you and will 
send half of the subscription price to the 
Sanatorium Bed Fund. 

May the holiday season bring you and all 
our medical families great joy and peace and 
hope for better things to come. 


NORMA BERRYHILL, President 
(Mrs. W. Reece Berryhill) 
Chapel Hill 
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RECENT NON-TECHNICAL BOOKS OF 
INTEREST TO DOCTORS AND THEIR FAMILIES 


Reviewed by 
Mrs. N. B. Adams, Library Extension Department, 
University of North Carolina, Chapel Hill 


The Doctor’s Job. By C. A. L. Binger, M.D. Norton, 
1945. $3.00. Winner of the 1945 Norton Medical 
Award. A comprehensive and companionable book, 
enlightening to patients, valuably suggestive to 
physicians, and absorbing to the general reader. 


Drums of Destiny. By Peter Bourne. Putnam’s, 1947. 
$3.00 A young London-trained physician is the 
hero of this exciting historical novel of Haiti in 
the time of Toussaint l’Ouverture. 


Autobiography of a Chinese Woman. By Pu Wei 
Chao. Day, 1947. $3.75. The author is a physician 
and a housewife. She has been principal of a 
school, doctor, and traveler. She received her medi- 
cal education in Japan, and established a hospital 
for women in China. Her book is interesting, 
brings new light on China, and helps to build in- 
ternational friendliness. 


Treasury of Doctor Stories by the World’s Great 
Authors. Edited by Fabricant and Werner. Fell, 
1946. $3.00. A collection of 35 stories, essays, or 
excerpts from novels. An anthology that makes 
sense in an unusual and significant way, in that 
the arts of healing and of literature are peculiarly 
and effectively compounded. 


Science Advances. By J. B. S. Haldane. Macmillan, 
1947. $3.00. Important essays by the British scien- 
tist who did research for the British government 
during the recent war on effects of high pressure 
on human physiology. These eighty essays cover 
such topics as temperature, blood, evolution, fa- 
tigue, colds, cancer, and x-rays. 


Doctors East, Doctors West: An American Physi- 
cian’s Life in China. By Edward H. Hume, M.D. 
Norton, 1946. $3.00. Entertaining and enlighten- 
ing medical autobiography. 


Harvey Cushing; The Story of a Great Medical 
Pioneer. By John F. Fulton. Thomas, 1946. $5.00. 
A genuinely great biography, rich in many ex- 
cerpts from Cushing’s letters and journals. Impor- 
tant reading. 


My Polio Past. By Noreen Linduska. Pellegrini and 
Cudahy, 1947. $2.75. Autobiography of a young 
girl who recovered from polio. Courageous and 
gay and full of encouragement for others. 


Modern Woman, The Lost Sex. By Ferdinand Lund- 
berg and Dr. Marynia Farmer. Harper, 1947. $3.50. 
Discusses in an urbane and even at times witty 
style the changed conditions, modes of behavior, 
moral codes, which have brought about the per- 
sonal problems which modern woman is unable 
to resolve. Based on clinical facts, and written 
from a psychoanalytical point of view, the book 
is much broader in sociological implications than 
the title would indicate. 


White House Physician. By Ross T. McIntire, M.D. 
Putnam, 1946. $3.00. The author was personal 
physician to Franklin D. Roosevelt for twelve 
years. He offers here an interpretation of Roose- 
velt’s plans and actions according to the physical, 
spiritual, and mental vigor of his famous patient. 
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Selected Writings of Benjamin Rush. Edited by 
Dagobert D. Runes. Philosophical Library, 1947. 
$5.00. This collection of excerpts from Dr. Rush’s 
writings offers a good introduction to the per- 
sonality and works of this professor of medicine 
in the University of Pennsylvania, and one of 
the leaders of the American Revolution. 


The Development of Modern Medicine. By hichard 


Harrison Shyrock. Knopf, 1947. $5.00. Professor 


Shyrock delineates medicine not as an _ isolated 
discipline, but as a living force, molded by scien- 
tific, philosophic, and social thought. He is a pro- 
found scholar, with encyclopedic knowledge, and 
rare power of critical selection. 


The Golden Isle. By Frank G. Slaughter, M.D. 
Doubleday, 1947. $3.00. The author of this histori- 
cal novel is himself a doctor, and his hero is a 
brilliant surgeon. The setting for this exciting and 
colorful romance is Spanish Florida in the early 
days of the nineteenth century. 


With Cradle and Clock. By K. Stowman. Harper, 
1946. $2.50. New York City in 1702 furnishes the 
background for this story of an English doctor 
who fought an uphill battle for the right to be a 
“male midwife,” as early obstetricians were called. 
Historical novel based on facts. 


New Worlds in Medicine. Edited by Harold Ward. 
McBride, 1946. $5.00. An anthology for the lay- 
man. Medicine in war, the value of blood and 
plasma transfusions, advances in pathology, the 
use of radiotherapy, heredity, psychiatry, neurol- 
ogy, are only a few of the subjects covered. A 
satisfactory sequel to previous anthologies that 
include the more classic episodes in medicine. 


Petticoat Surgeon. By Bertha Van Hoosen, M.D. 
Pellegrini and Cudahy, 1947. $3.75. Autobiography 
of the first woman to be appointed head of a de- 
partment of obstetrics. Among medical autobi- 
ographies it belongs in the first rank, for style 
vigor of expression, humor, and humanity. 


Iu Memoriam 


Frank A. Sharpe, M.D. 


In the passing of Dr. Frank A. Sharpe. North 
Carolina lest one of its most brilliant, nonular, and 
heloved physicians. Death. coming auietly during 
his sleen, terminated a highly successful career at a 
time when he was rendering distinguished service 
as president of the Medical Society of the State of 
North Carolina. 


on 


Born near Greensboro on September 27, 1889, of 
sturdy pioneer Scotch-Irish ancestry, Dr. Sharpe 
spent his early boyhood in and around Guilford 
County. He received his academic degree from David- 
son College in 1910, and after a year in business he 
entered the Medical School of the University of 
Pennsylvania and received his degree in medicine 
there in 1916. During his internship at Lennox Hill 
Hospital in New York, he volunteered for service 
during World War I. He served at the General Hos- 
pital, Fort Riley, Kansas, the Mayo Clinic, and finally 
at the Walter Reed General Hospital. He was dis- 
charged from service in 1919. 
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Dr. Sharpe came to Greensboro in 1919 and began 
the practice of medicine. He was successful from 
the start and soon limited his practice to obstetrics 
and gynecology. In spite of a large and busy prac- 
tice, he found time to give freely of his talents to 
various civic and religious activities of his city. He 
was a Rotarian, a Mason, and a Legionnaire. He was 
a member of the Sons of the American Revolution, 
and for seven years—from 1940 to 1947—was a 
deacon in the First Presbyterian Church of Greens- 
boro. 


Dr. Sharpe served one term as president of the 
Guilford County Medical Society. Other medical 
organizations in which he was extremely active 
were the North Carolina Obstetrical Society, the 
South Atlantic Association of Obstetricians and 
Gynecologists and the Tri-State Medical Society. 
Dr. Sharpe was a fellow of the American College 
of Surgeons. From 1941 to 1945 he was a member of 
the Board of Health of the City of Greensboro, and 
for six years was a member of the Board of Medical 
Examiners of the State of North Carolina. At Pine- 
hurst in 1946 he was made president-elect of the 
Medical Society of the State of North Carolina, and 
succeeded to the office of president in May, 1947. 
At the time of his death Dr. Sharpe was _ busily 
engaged in the affairs of the State Society and had 
already traveled widely throughout the state in its 
interests. 


This resume of Dr. Frank Sharne’s career fails to 
give adequate information regarding the man him- 
self, his methods, his personality, and his character. 
Dr. Sharpe enjoved for thirty-one years a full life 
of honorable and active practice in medicine, taking 
the newest developments of medicine in his stride 
and keening abreast of the changing trends and 
methods. He was a real Southern gentleman of the 
old school. 


Dr. Sharpe was richly endowed with the real 
things in medicine. He had a fine intellect, combined 
with common sense, which kept him clear-headed in 
the midst of fact and fancy. He possessed in abun- 
dance refinement, noise, accuracy. and resourceful- 
ness, which, coupled with kindly understanding, 
made him a well rounded medical man. Right-think 
ing and truth-loving were innate in his make-un 
His patients, friends. and associates came from all 
strata of society, and it can truthfully be said that 
he covrld “walk with Kings—nor lose the common 
touch.” 


North Carolina can ill afford to lose such a genial 
physician. 


BROCKTON R. LYON, M.D. 


Psychoneurosis: disease or defection?—That the 
disease, psychoneurosis, contains ethical defections, 
which may be conscious or unconscious, the results 
of habit or example, appears patently obvious to the 
nonpsvehiatric observer. These observers are prone 
to judge solely in terms of ethics, having little 
knowledge of the impact of a man’s past on his 
present and future. On the other hand, they appear 
to have an insight which psychiatry, in its intro 
spection, seems to have lost in a jungle of descrip- 
tive words and phrases, an insight into the moral 
fibre of men at war.—Alexander R. MacLean: “No 
Disease,” Canad. M. Assoc. J. 56:323 (March) 1947. 
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Advances in Internal Medicine, Volume 2. 
Edited by William Dock, M.D., Long Island 
College of Medicine, and I. Snapper. M.D. 
The Mount Sinai Hospital, New York. 642 
pages. Price, $9.50. New York: Interscience 
Publishers, Ine., 1947. 


The editors state that the purpose of the series 
to which this volume belongs is to brief the special- 
ist and the general practitioner “on outstanding 
recent advances in internal medicine and related 
fields.” This volume attains this purpose by present- 
ing complete and concise surveys of thirteen sub- 
iects in which our knowledge has recently been con- 
siderably advanced. The articles presented are writ- 
ten in monograph form and bring the subjects 
treated up to date in a uniformly competent manner. 

The subjects discussed include the latest develop- 
ments in the use of penicillin, the surgical treat- 
ment of hypertension, pernicious anemia, thoracic 
surgery, interpretation of the ventricular complex 
of the electrocardiogram, recent studies on circula- 
tory failure by means of venous catheterization, 
angiography and angiocardiography, the Rh antigen, 
nutritional problems, and the development of new 
insecticides for the control of insect-borne diseases. 
Each article is written by one or more recognized 
authorities in the field covered. 

The bibliographic references to recent papers are 
extensive, and the contents of the papers are eval- 
uated and assigned to their relative positions in the 


complete picture by the authors. Tables, charts, and 
illustrations are used freely. 

The book is recommended to internists, general 
practitioners and students. 





Internal Medicine in General Practice. By 
Robert Pratt McCombs, M.D., F.A.C.P., 
Assistant Professor of Medicine Di- 
rector of Postgraduate Teaching, Tufts Col- 
leze Medical School; Senior Attending 
Physician, The Joseph H. Pratt Diagnostic 
Hospital; Diplomate of the American Board 
of Internal Medicine. Ed. 2. 741 pages with 
122 illustrations. Price, $8.00. Philadelphia 
London: W. B. Saunders Company, 


and 


and 
1947. 


The fact that a second edition of this book was 
called for within four years must mean that it has 
a place for itself. In the preface, the author states 
that “controversial material . diseases encount- 
ered but rarely in the United States, and. . . tech- 
nical procedures .. . usually considered to lie solely 
within the province of specialists have been strictly 
condensed or omitted entirely . .. Special emphasis 
has been placed upon those diseases in which errors 
in diagnosis and therapy commonly occur.” 

It is difficult to cover adequately, in one volume, 
the entire field of internal medicine; indeed, it is 
impossible to do more than give a comparatively 
brief description of the more common diseases. This 
the author does admirably, for the most part. In 
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the effort to compress his material, however, he has 
made some of the descriptions rather skimpy. For 
example, influenza—which since 1918 has constituted 
the major part of the general practitioner’s work-—— 
is dismissed with two pages; the most characteristic 
single finding, pharyngitis, is not mentioned; and 
the very questionable statement is made that “In 
nearly one half of the cases slight pneumonitis may 
be present.” 

A weakness of this type of book is that the ex- 
perienced practitioner is already familiar with the 
diseases commonly encountered, and is more in need 
of information about the less common conditions. 

It is much easier to criticise than to write such 
a book, however; and the impression left by it is 
venerally favorable. The one hundred and twenty- 
two illustrations add much to its value. Some of 
them are excellent—especially the colored plates of 
the lesions produced by vitamin deficiencies, of some 
other ekin conditions, of the eyegrounds, and of 
certain blood dyscrasias. 

The book can be recommended to all who want a 
review of modern medical diagnosis and treatment, 
written in a clear, easily understood style. 





Laboratory Manual of Microbiology for 
Nurses. By Elizabeth Gill, B.S., R.N., and 
James T. Culbertson, Ph.D. 116 pages. Price, 
$1.50. New York: G. P. Putnam’s Sons 
1947. 


The authors have provided a much needed set of 
laboratory directions suitable for nurses. Funda- 
mental principles of laboratory work are discussed, 
and laboratory exercises having to do with care of 
the microscope, staining of bacteria, preparation 
and inoculation of culture media, and cultivation 
and study of bacteria cbtained from the environ- 
ment and the healthy body are given. These prin- 
ciples are then applied in the study of sterilization, 
disinfection, antisepsis, and specific genera of im- 
portant bacteria such as staphylococci and strepto- 
cocci. The last pezes of the manual are devoted to 
a brief discussivun of protozoa, helminths, and arth- 
ropods. Two appendixes contain valuable informa- 
tion relating to reagents, solutions, and sources of 
materials. 

The authors state in the preface that “the student 
deserves laboratory instruction in the proper meth- 
ods of handling pathogenic microorganisms.” No 
truer words could be spoken, but all too frequently 
such instructions are not carried out in the nurses’ 
training program. 

All in all, this manual is strongly recommended 
for the purpose for which it was written. 





The basis for the concerted Scandinavian mass 
BCG vaccination is the importance tuberculosis plays 
even today as an endemic disease—the commonest 
chronic disease in people between 15 and 30 years. 
Approximately 50 per cent of this age group do not 
react to tuberculin. These non-reactors have proved 
more susceptible to progressive tuberculous disease 
when infected than those in whom a postive tubercu- 
lin reaction indicates a previous infection.—Konrad 


Birkhaug, M.D., Am. Rev. Tbe., Mar., 1947. 














